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Sparkling, 
Patient 


This 
Button 


AMSCO 
Utensil Washer-Sanitizer 


The only thing manual about this fast, efficient utensil technique 
is pressing a button. From there on Amsco’s Utensil Washer- 
Sanitizer is fully automatic. No more hand scrubbing and 
boiling of contaminated items such as urinals, bedpans 

and emesis basins. 


Hospital Utility Rooms equipped with an Amsco Utensil 
Washer-Sanitizer save costs in personnel time as surely as they 
Increase protection for patients and nursing personnel 
against cross contamination. 

This gleaming stainless steel unit 1s modest in cost . . . easy, 
economical to install. It features powerful detergent washes, 
rinses and steaming cycles . . . and all in 22!4 minutes, 
automatically. The Utensil Washer-Sanitizer processes three full 
sets of patient utensils in two loads. 

Wouldn’t one fit into your patient and personnel protection 
program? 

Please write for illustrated brochure SC-321. It outlines an 
improved utensil technique. 


Counter models are available This free stending unit is 


in 8’, 9’, 10’, 11’ and 12’ lengths. available at odest cost. 
Special 30-minute steam cycle Fits into an. Utility Room 


is also available. 


AMERICAN World’s largest designer and manufacturer of 


Sterilizers, Operating Tables, Lights and 


STE R I LI yi E R related technical equipment for hospitals 
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when it gives even support [B-p 
For uniform pressure...B-D ACE Rubber Elastic Bandage provides 
balanced weave—an ideal ratio of cross to lengthwise threads. Only BECTON, DICKINSON 


balanced weave insures continuous uniform support... firmness under AND COMPANY 
tension...freedom from bunching. And only ACE has balanced weave. RUTHERFORD, NEW JERSEY 


*Be sure you get the elastic bandage you order. ACE is made only by B-D. 


B-D and ACE are registered trademarks. estes 
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PROFESSIONAL DIVISION 


HAT a month for new reports on infection con- 
Wievina kinds of infections, not just staph! 

Two recurring themes are present in reports 
we study and in our correspondence. First, that there’s 
plenty of infection to control. Second, that most every- 
one recognizes the problem and is most interested in 
“how-to” procedures. 


“Sustained high incidence of hepatitis continues.” 
This statement appears week after week in the USPHS- 
HEW Morbidity and Mortality reports. If you're re- 
evaluating your handling of needles and syringes, 
don’t overlook the possibilities of L&F Instrument 
Germicide. To inactivate hepatitis virus—heat L&F 

ermicide to the boiling point, immerse instruments 
and hold at boiling point for 20 minutes. This is true 
sterilization because it destroys not only viruses caus- 
ing serum and infectious hepatitis, but also resistant 
bacterial spores. Please write for folder. 


hp id There’s been a lot of talk around about just. how 
prevalent staph has become in the general community 
outside the hospital. A survey reported on by mem- 
bers of the Department of Surgery, University of 
Mississippi School of Medicine, in the April, 1961, 
Journal of the Mississippi State Medical Journal 
is revealing. Among 547 families, averaging 3 mem- 
bers each, all were carriers in 22 per cent and in 84 
per cent at least one member was a carrier. Of 1,640 
individuals tested, 40 per cent harbored a coagulase 
positive strain in nose or throat. Phage 80/81 strain 
was identified in 9 per cent of the families and 4 per 
cent of the individuals compared to 17 per cent in the 
hospital personnel. 


Have you requested your new infection control kit 
yet? It’s called “Contamination Control That Works 
...in your hospital” and contains all sorts of helpful 
suggestions and definite procedures for improving 
environmental control technics in every area of the 
hospital. Information in reprints is practical and 
applicable to your own problems. Literature on 
Amphy?l, O-syl®, Lysol® disinfectants, Tergisyl® de- 
tergent-disinfectant, and Amphyl® Spray disinfectant- 
deodorant identify procedures with each area of the 
hospital and may be separated for distribution if 
desired. Write for your kit today. If you have a specific 
area of interest, we'd like to know. 


Spraying walls, wiping furniture, and flood-mop- 
ping the floor with germicidal detergent have been 
suggested by well known authorities on controlling 
yw hospital sepsis as necessary for a completely hygienic 
en environment. Our Tergisyl® detergent-disinfectant is 

La product of choice for this purpose. Bactericidal 


13th OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


efficiency is well documented. No rinsing is needed. 
Simultaneous one-step disinfection and cleaning re- 
duce labor costs. (Note to Purchasing Agent: Have 
you discussed quantity and volume prices on Tergisyl 
lately? The L&F hospital distributor in your area can 
help you work out a plan for scheduled deliveries to 
meet your requirements.) 


Even the best run hospital nursery needs no con- 
firmation of how quickly the newborn are colonized — 
with staph. But while comparing the septic hazard 4: 
among 1129 hospital-born and 414 home-born, {Eng- 


Te a investigators found that the infection rate was 


significantly higher in the hospital group. Other inter- 


py sung findings were: sepsis in the male infants was 


gov rcclebratin our 85th company birthday. Now, sud- 
74 denly it seems, we are 87. I’m mentioning it here only 


“significantly more prevalent”; season of the year, 
social conditions, or precedent obstetrical complica- 
tions appeared to have no influence on staph incidence. 
(The Lancet, March 18, 1961) 

Pseudomonas and enteric organisms are frequent 
colonizers of infants, too. Their presence in the en- 
vironment can be suppressed to a minimum by con- 
sistent use of any one of the Lehn & Fink synthetic 
phenolic disinfectants. (See “Contamination Control” 
kit for details.) 


When the Staph Newsletter was started, we were 


because we know it is those of you who have had 
continued confidence in us who are making our long 
life and constant growth possible. As you know, we've 
pioneered in many facets of hospital disinfection— 
introducing the first Lysol at the turn of the century 
and developing the first synthetic phenolic disinfectant 
(Amphyl) over 20 years ago. 

This year, Amphyl Spray was introduced to give 
you a simple, practical means to fight staph in every 
corner and crevice, as well as TB. Do you have unique 
and unsolved problems in controlling spread of in- 
fection? If so, we’d like to discuss them with you. 
Our technical representatives and research laborato- 
ries may be able to suggest the solution you need. 
Please let me hear from you. 


Robert E. Dickens 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORA?’ iON 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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ee ‘ORDINARY silk suture 5-0 
Cross-sections, unretouched microphotograph 

Gums and other impurities — comprising of si 

—have been removed after braiding. Resulting loss.i 
suture volume causes looseness. limpness and handling diffi- 
culties despite the addition of coatings and other additives, 
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In a recent national survey, surgeons indicating characteristics most desirable 
in a surgical silk suture expressed these preferences: 


® uniform strength 

® optimum extensibility 

® optimum firmness and maximum pliability 
® uniform diameter and smoothness 

® firm knot-holding characteristics 

® resistance to breakage 


These are the qualities that add up to superior “hand.” In ETHICON PERMA-HAND Surgical Silk, 
they're built into the suture through controlled processing—from raw silk to finished suture. 
That's why ETHICON PERMA-HAND Surgical Silk was uniformly preferred by these surgeons. 
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“The hands of all attending the sick may be the greatest 
hazard the patient encounters in the hospital.”! Proper, 
frequent handwashing is essential to prevent infection. 
But “...Staphylococcus aureus appears to be completely 
resistant to soap.””2 Fortunately, pHisoHex with 3 per cent 
hexachlorophene is particularly effective against trouble- 
some hospital staphylococci. 


When pHisoHex was used for bathing babies and by 
nurses as a handwash, “Nursery nurses’ hands failed to 
yield S. aureus in 100 samplings.”3 Bathing the baby with 
pHisoHex “...soon after birth and every other day there- 
after is a most effective procedure in the control of infantile 
pyodermia.’’4 In many hospitals regular use of pHisoHex 
has reduced the incidence of staphylococcal infection.3-6 


Routine washing with pHisoHex is suggested for surgeons, 
physicians, nurses, nurses’ aids, food handlers and mem- 
bers of the housekeeping and laundry staff. Additional use 
at home by surgeons and nurses will enhance results. —. 


pHisoHex is available in convenient, unbreakable squeeze 
bottles of 5 fl. oz. and plastic bottles of 1 pint. 


References: 1. Fell, E. H.: Am. J. Surg. 99:265, March, 1960. 
2. Bettley, F. R.: Brit. M.J. 1.1675, June 4, 1960. 3. Hardyment, A. F.; 
Wilson, R. A.; Cockcroft, W., and Johnson, Betty: Pediatrics 25:907, 
May (Pt.II), 1960. 4. Editorial, Canad. M.A.J. 83:1112, Nov. 19, 1960. 
5. Valentin, Hans: Med. Welt No. 2:12], 

° Jan. 9, 1960. 6. Hill, A. M.; Butler, H. M., 

and Laver, J. A.: M. J. Australia 2:633, 


LABORATORIES Oct. 31, 1959. 
New York 18, N.Y. 
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For all 
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come in contact 
with patients 


antiseptic, nonirritating, hypoallergenic, 
nonalkaline detergent 


Hospitc! Topics 


TABLI 


57 


TABLE OF CONTENTS | THIS MONTH IN 


@ When eight Catholic hospitals in Phila- 


emma delphi i d thei tract ith 
: elphia terminated their contracts wi 
Brewer Drug Control System Helps Solve Pharmacy | the Philadelphia Blue Cross in 1959, it was 


Inventory, Demand Problems | 
. because of a dispute over reimbursement 


procedures. In their new negotiated ‘‘C’’ 


(Continued from page 3) 


61 The Lab contract, the hospitals specify a uniform 
Accuracy and Error in the Lab, Part VII: Improve- schedule of maximum charges, a metho’! of 
ment of Equipment and Apparatus | payment based on a draft system, and a 

new procedure for review procedures of 

67 Pediatrics the Physicians’ Review Board. Dennis J. J. 
Inhalation Therapy for Children’s Hospital Services, 
Part 2. | on page 36. 

Roy F. Goddard, M.D. | @ What kinds of medical care are to be 


given, by whom, and where? The need for 
| medical services, and how to determine 
| that need, is the complex subject of the 
| 
| 
| 


71 OB 


American College of Obstetrics and Gynecology— 
Selected Abstracts 


American College of Surgeons—Panel on Toxemia 


latest article by Sigmund L. Friedman, M.D., 
in his series on community planning for 
hospitals. Page 44. 


85 Central Suppply @ Manned by volunteers, aides and orderlies, 


Planning the Central Service Department— the patient escort service inaugurated at 


First in a three-part series St. Francis Memorial Hospital, San Fran- 
cisco, made over 3,000 trips in its first 
90 Buyer’s Guide | two months of operation—on a limited 


schedule. The general acceptance and in- 


94 Fil . creased use of the service has prompted 
ilms, New Literature the hospital to consider hiring a full-time 


dispatcher. Page 46. 


95 Film Review of the Month @ Hospitals having difficulty with strict con- 


trol of drugs—dispensing, ordering, ad- 


96 Book Corner ministering, storing—will be interested 
in the report on page 57 on the Brewer 
100 Personally Speaking | System. This new automated set of hos- 


| pital pharmacy procedures and special 
equipment has features which add up to 
| more protection for the patient and higher 
| efficiency for the staff. 


104 Trade Topics 


0 @ “It was a good heart, a young heart, 
PERATING ROOM with plenty of life in it. It was too good 
to die. | kept saying to myself, over 
75 Hearts ‘Too Good to Die’ are Given a Dramatic ee ee 
Second Chance to Beat Again Beck, a pioneer in heart surgery, tells the 
Ellen L. Davis story of a heart ‘too good to die"’ in the 
exciting article on cardiac resuscitation 
79 Disinfection of Skin by Ellen L. Davis. Page 75. 
@ The expanding role of the central service 
82 Question Box department in the hospital has caused 
Carl W. Walter, M.D many CS supervisors headaches when the ; 
a catia subject of re-design is raised. Pre-planning 
83 Selec ees and planning are outlined in the first | 
ted Bibliography article of a three-part series on central 


Dorothy W. Errera, R.N. service planning, beginning on page 85. 
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mostasis fail, prompt ofloceing may ually 
with Parke-Davis 


_t ) (ply ). 3 in. x 3 in. and 4 in. x in.: type) ( 
in. 18 in. x 2 in.. 36 in, x! and 3 yd. 2 in; F 
(Gauze-ty pe) (4-ply). 5 in. and 7 in. diai Sterile as supplied. 

Indications: As an to ‘effect in bleeding associated with 

capillary oozing. Use: Strips—temporary packing of bleeding nasal. 

passages. and tooth sockets: pads—temporary packing of surgical beds 

ter biopsies and to cover more or less extensive areas as in laparotomies: 

and in tal work for 


closure to avoid forvign-body reaction, Not to be used in sites of infecti on 
fo lowing silver nitrate on other escharotic chemical agents, Contrain 
cated in clean bone: surgery when poor vascularization is present 
= nstances where rapid callus formation is desired. Should be used ae 
open. reduction of and in bone. ) 
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"8.9-10—the Winnah 
and New Champeen...”’ 
Student nurses at Chicago’s Alexian 
Brothers Hospital squared off re- 
cently in the school’s second annual 
boxing tournament. The “Dr. William 
Rothman Tournament’”—named for 
the medical staff member who spon- 
sors it, has already become a matter 
of tradition, and upperclassmen who 
lost decisions last year were eager 
to take the trophy this time. 
According to spectators, the bouts 
were action-packed and _ provided 
watchers with plenty of excitement 
and chances to cheer for their fa- 
vorites. Variation in the evening’s 
program was provided by two ex- 
hibition rounds featuring 10-year- 
old contenders from the C.Y.O., and 
an exhibition wrestling match. 
Perhaps we'd better explain. The 
Alexian Brothers school is the 
city’s only school of nursing oper- 
ated exclusively for men. 


“A 1%2-volt Toothbrush, 
Please—Pink’’ 


Electric current from a small battery 
in the handle of a toothbrush may 
some day team with fluoride-con- 
taining toothpaste to prevent much 
tooth decay, according to the hopes 
raised by dental researchers. 

A study on the penetration of ions 

through the enamel of human teeth 
is reported by Drs. E. C. Stowell, Jr., 
and J. B. Taylor of the dental re- 
search laboratory of the Long Beach, 
Calif., VA hospital. 
Experiments proved that when the 
Interior of teeth were positively 
charged with a 144-volt battery, neg- 
ative iodide ions could be made to 
penetrate the enamel at a fast rate. 
Most of the experiments have been 
conducted with the iodide ion be- 
cause of easy availability. However, 
the iodide ion is a chemical relative 
of flueride, which, with a negative 
charge, is believed to behave in the 
same manner as iodide. 
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Appropriately dubbed W-E-L-L, the radio station operated at St. John’s Hickey 
Memorial Hospital, Anderson, Ind., has hospital patients as its limited audience. Here, 
Fr. R. D. Patrick, CSC, hospital chaplain, delivers a message to patients. The station 
is part of a complete communications system which includes radio, TV, and a nurse 
call system. The patient can change stations or mediums via individual remote control. 


Fluoride has been found to have a 
favorable effect on the resistance of 
teeth to decay and on the excessive 
sensitivity of teeth at the gum line 
when the gums have receded. Little 
fluoride will enter the enamel when 
it is applied directly to the teeth, but 
a positive charge applied to the teeth 
could cause an attraction of opposite- 
ly charged fluoride ions, thus over- 
coming the apparent chemical bar- 
rier that prevents fluoride entry into 
the enamel. 


Non-Prescription Remedy 
For Chewing Gum in Hair 
Little Susie got chewing gum in 
her hair again? Dr. J. H. Marks, of 
Glen Hormony, South Africa, says 
it can be removed by rubbing in 
soft, melted chocolate, and allowing 
the whole mess to dry. 

After drying, the hair is washed 
well, and the gum and chocolate 
come away together easily. Dr. 


Marks adds that this remedy car- 
ries none of the risks associated 
with the use of such substances as 
carbon tetrachloride. The remedy 
is low in cost, non-explosive, and 
the problem of waste is virtually 
eliminated—the leftovers can be 
administered orally. 


Pungent Cheese 
Yields Antibiotic 


We always knew Limburger cheese 
had a certain something about it, 
but never did we consider an anti- 
biotic. 

Microbiologists at the University 
of Chicago have isolated such a sub- 
stance in the cheese. Dr. G. M. Dack 
and his associates extracted the anti- 
biotic from cheese that had aged un- 
der refrigeration for eight weeks or 
longer. 

Only 10 mg. of the bacterium is 
needed to prevent the growth of mi- 

(Continued on page 65) 


= 

| 
Scanning the News 

| 


THE EFFICIENT NEW LOOK IN SURGICAL PUMPS 


The new Starline Super-60 Series by the originators of modern Ether-Vacuum 
equipment. Send for portfolio of complete descriptions and specifications. 


VMUELLER CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE StT., CHICAGO 12, ILL. - DALLAS - Houston LOS ANGELES MIAMI, FLA. « ROCHEST®R, 


10 For further information see postcard opposite page 106. Hospital Topics 
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ACTION ON HEALTH CARE 
FOR AGED STILL UNLIKELY 


qearings probably will start early 
ins montn in House Ways and Means 
committee on the King bill to provide 
areaerai program for medical care or 
wwe aged. However, as has 
pointed out previously, it is very 
wulikely that Congress wiil take 
action on this legisiation in this 
session. 

Group of 10 Republican senators, 
led by Sen. Jacob K. Javits or New 
York, offered, then witndrew a medi- 
cal-care amendment to the House-passed 
Social Security Bill--atter assurance 
that hearings would begin. However, 
administration won't push this issue 
until election year 1962. 

Another bill which probably will 
not be acted upon this session is 
HR 4999, which would provide tor 
grants for planning and determining 
need for teaching facilities, and 
for constructing facilities tor med- 
ical, dental, osteopathic and public 
health teaching; scholarship grants 
to schools of medicine, osteopathy, 
or dentistry; expended and expanded 
grants for research facilities; tech- 
nical assistance in designing, plan- 
ning, and constructing facilities for 
the conduct of research or research 
training; and, in unusual situations, 
development and construction of 
regional teaching and research 
facilities. 


ATTORNEY GENERAL CHECKING 
ON HOSPITAL PRICE-FIXING 


The hospital field is expected to be 
one of the areas investigated by 
Attorney General Robert Kennedy in 
his search for any indications of 
price-fixing. 

Investigations in this field will 
not be an extension of the investi- 
gation on pharmaceuticals, but will 
be concentrated particularly on the 
manufacture of heavy equipment such 
as laundry equipment, sterilizers, 
kitchen equipment, and elevators. 


RADIOLOGIST LOSES IN TAX 
DISPUTE OVER DEPRECIATION 


New York radiologist John Sumers lost 
to the Internal Revenue Service in a 
recent Tax Court decision on the 
specialist's attempt to depreciate 


July, 1961 


News Briefs at Presse “/ime 


over an ll-year period his $30,000 
initial investment in a medical 
partnership. 

The court rejected Dr. Sumer's con- 
tention that since the lease on the 
Space in a Long Island hospital ex- 
pires in December, 11 years after he 
bought into the partnership, he 
Should be able to take an annual de- 
preciation deduction of one-eleventh 
of the purchase price. 

Dispute involved approximately 
$6,000 in tax deficiencies for years 
1952 to 1955, inclusive. 


BRIEF BRIEFS 


--Kefauver subcommittee will open 
public hearings July 5 on the Ke- 
fauver bill (S.1552) to tighten fed- 
eral controls on manufactured drugs. 
--Under new subcommittee organization 
of Senate Special Committee on Aging, 
there are four subchairmen: Morse 

(D., Oreg.), nursing homes; Randolph 
(D., W. Va.), federal-state activi- 
ties; Smathers (D., Fla.), retirement 
income ; and Clark (D., Pa.), housing. 
--Record high of $27 million for med- 
ical research is included in VA budget 
bill for medical and hospital func- 
tions in 1961-62. House Appropriations 
committee favorably reported the 
budget bill totaling well over $1 
billion. Budget includes funds to 
activate new hospitals in Palo Alto, 
Calif., and Brecksville, 0., and to 
build replacement hospitals at Wood, 
Wis., and Charleston, S.C. 

--New consultant group on nursing has 
been established on authorization of 
President Kennedy, to help devise a 
program to meet nursing needs of 
nation. Chairman of group will be 
Alvin C. Eurich, M.D., vice-president 
of Fund for the Advancement of Educa- 
tion of the Ford Foundation. Included 
on 2l-member committee are James 
Theodore Howell, M.D., assistant 
director, Henry Ford Hospital, De- 
troit, and William K. Turner, direc- 
tor, Newport (R.I.) Hospital. 

--Rep. Walter Judd, M.D. (Rep., 
Minn.), has been awarded AMA's dis- 
tinguished service medal at 110th 
annual convention in New York City. 


Calendar of Meetings 


JULY 


AUGUST 
4- 7 American Physical Therapy Asso- 2- 4 Association of Medical Record 
ciation, Palmer House, Chicago Consultants, Institute, Indiana 


University Medical Center 

12-14 Mississippi Hospital Association, 
Buena Vista Hotel, Biloxi 7-11 AHA Institute, Hospital Pharmacy, 
University of California, San Fran- 


cisco 


14-18 ACHA Advanced Institute, AHA 
Headquarters, Chicago 


24-29 American Podiatry Association, 
Americana Hotel, Miami Beach 


16-21 American Association of Hospital 
Accountants, Annual Institute, In- 
diana University, Bloomington 

31-Aug. 4 AHA Institute, Hospital Pur- 
chasing (Advanced), Bellerive Ho- 
tel, Kansas City 


DEKNATEL 


(PATENT PENDING) 

| CREATES A RESERVOIR OF TUBING FLUID. 
GIVES SURGEONS AN OPTIMALLY- 

: CONDITIONED SURGICAL GUT. 


The marked porosity of the Deknatal Humi-Sheath creates a reservoir of 
tubing fluid surrounding the gut. Evaporation is retarded. Normal con- 
ditioning and strength of Deknatal Surgical Gut are thus maintained for 
prolonged periods. 


@ Deknatel Humi-Sheath 
also serves as ligature 
reel for Deknatel Gut if 
required. 

@ Eliminates storing and - 
sterilizing extraneous 
ligature holders. 


For samples of Deknatel Surgical Gut and Needled Gut with the Deknatel Humi-Sheath, write— 


J. A. DEKNATEL & SON, INC. 96-77 222 st., queens Village 29, Long Island, N.Y. 


SURGICAL SUTURES FOR EVERY OPERATIVE PROCEDURE 


ae 12 For further information see postcard opposite page 106. 


27-Sept. 1 American Congress of Physi. 
cal Medicine and Rehabilitation 
Sheraton-Cleveland Hotel, Cleve. 
land 


29-30 AHA Institute, Credits and Colle. 
tions, Hotel Benson, Portland 


31-Sept. 6 American Psychological Asso. 


ciation, Commodore, Biltmore 
Roosevelt Hotels, New York City 


SEPTEMBER 


5-15 ACHA Basic Institute, 
tional House, Chicago 


Interna- 


7- 8 Montana Hospital 
East Glacier Hotel, 
Park 


Association, 
East Glacier 


11-15 AHA Institute, Hospital Engineer. 
ing, Willard Hotel, Washington, 

11-15 AHA Institute, Central Service Ad- 
ministration, AHA Headquarters, 
Chicago 

23-25 American College of Hospital Ad- 
ministrators, Convention Hall, At- 
lantic City 

24 ACHA Convocation Ceremony, 
Convention Hall, Atlantic City 
24 ACHA Annual Banquet, Traymore 
Hotel, Atlantic City 

24-29 American Society of Plastic and 
Reconstructive Surgery, Roosevelt 
Hotel, New Orleans 


25-28 American Hospital Association, 
63rd Annual Meeting, Conven- 
tion Hall, Atlantic City 

25-28 American Association of Nurse 
Anesthetists, Convention Hall, At- 
lantic City 


26-29 American Roentgen Ray Society, 


Deauville Hotel, Miami Beach 


27-29 American Association of Medical 
Clinics, Barbizon Plaza Hotel, 


Atlantic City 


30-Oct. 8 American Society of Clinical 
Pathologists, Olympic Hotel, Se 
attle 


OCTOBER 


2- 4 AHA Institute, Hospital Laundry 
Management and Operation, 
Lord Baltimore Hote!, Baltimore 


2- 5 American Academy of Pediatrics, 
Palmer House, Chicago 


(Continued on page !4) 
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TOTALLY NEW SURGICAL ADHESIVE TAPE 
ANS VERS TRADITIONAL TAPE PROBLEMS 


Patient Comfort. at “SCOTCH” rand Surgical Tape is non- 
occlusive and physiologically inert. Prevents usual maceration 

. virtually eliminates chemical irritation, even in markedly 
tape-sensitive patients. It is cool, lightweight. ' 


Sticks fast, even in bath or whirlpool. 
Fewer changes are saa Yet this tape tears with ease; does 
not tend to stick to rubber gioves or instruments.’ There is no 
shelf deterioration, no “end-of-roll” waste. 


Dressing C 


"SCOTCH" Brand Surgical Tape is available through your surgical supply dealer in usual widths. ¥2 to 3 in., 10-yd. rolls. 


SCC CH BRAND SURGICAL TAPE MICROPOROUS 


Application. Unlike conventional adhesive tapes, 
not slip or “creep,” and ordinarily should be laid on without tension. Where tension 
is desired or anticipated, shear stress on the skin may be prevented by cross strips 
of “SCOTCH” Surgical Tape at the ends of primary application. 


MINNESOTA MINING AND MANUFACTURING COMPANY 
» WHERE RESEARCH 1S THE KEY TO TOMORROW 


Golden 
1. Golde Yon-Irritating, Multipurpose Surgical Adhesive 


July, 1961 


Tape, Am. J. Surg. 100: 789,1960. “SCOTCH” is a registered trademark of 


For further information see postcard opposite 


Removal, Tissue-thin copolymer adhesive layer of “SCOTCH” 
Surgical Tape clings firmly to skin, yet does not entrap hairs. 
Tape comes off quickly and easily without depilation. Leaves no 
dirty residue for “clean-up.”' 


Construction. Macrophoto (top) shows new “open” construction 
of “SCOTCH” Surgical Tape that allows free air passage through 
microporous backing and adhesive. Perforated tape (bottom) is 


almost totally occluded by thick, potentially irritating mass.’ 


No. 530 
“SCOTCH” Surgical Tape does 


> 


3M Co. ©) 3M Co., 1961 
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CALENDAR OF MEETINGS 
(Continued from page 12) 


2- 6 American College of Surgeons, 
Clinical Congress, Conrad Hilton, 
Chicago 


2- 6 American Nursing Home Asso- 
ciation, Pick-Carter Hotel, Cleve- 
land 


3 American Association of Poison 
Control Centers, Palmer House, 
Chicago 


8-13 American Academy of Ophthal- 
mology and Otolaryngology, Pal- 
mer House, Chicago 


9-12 American. Association of Medical 
Record Librarians, Benjamin 
Franklin Hotel, Philadelphia 


9-13 AHA Institute, Nursing Service 
Administration, AHA Headquar- 
ters, Chicago 


10 Hospital Association of Rhode I|s- 
land, Sheraton Biltmore Hotel, 
Providence 


11-12 Vermont Hospital Association, 
Vermont Hotel, Burlington 


11-13 AHA Institute, Hospital Safety and 
Insurance, Adolphus Hotel, Dallas 


11-13 Missouri Hospital Association, 


Latex SABLE 


CUT COSTS, SAVE 
AND LABOR 


Dependable ~ 


Perry Disposable 

gloves eliminate laun- 
dering, sorting, test- 
ing, mating and 
wrapping. The easy- 
open Perry-Pack® 
with “Scotch” brand 
autoclave indicator 
tape is instantly 
ready for sterilization. 


Perry 


DISPOSABLE LATEX 
SURGEONS’ GLOVES 


@ provide “bare hand” 


sensitivity and minimal 
operating fatigue. 
minimize possibility of 
cross infection. 


conform with govern- 
ment specifications ZZ- 
G-421, Amendment 4. 


are available in white or 
brown, sizes 6 to 9, in- 
cluding half-sizes. 


are furnished with en- 
velope of Bio-Sorb" 
dusting powder for your 
convenience. 


Bio-Sorb is a registered trademark of Ethicon, Inc 


Sheraton-Jefferson Hotel, St. Loyis 


12 Association of Delaware Hospi. 
tals, Dover 


12-13 Nebraska Hospital Association, 
Cornhusker Hotel, Lincoln 


16-17 Idaho Hospital Association, Elks 
Lodge, Boise 


16-17 National Council on the Aging, 
New York City 


16-18 AHA Institute, Management De. 
velopment, AHA Headquarters, 
Chicago 


16-19 AHA Institute, Staffing Depart. 
ment of Nursing, Sheraton Hotel, 
Philadelphia 


17-18 South Dakota Hospital Associo- 
tion, Sheraton-Cataract Hotel, 
Sioux Falls 


19-20 Arizona Hospital 
Ramada Inn, Phoenix 


Association, 


19-21 West Virginia Hospital Associa- 
tion, Morgan Hotel, Morgantown 


20-21 Association of Operating Room 
Nurses, Regional Institute, Sham- 
rock-Hilton, Houston 


20-24 American Heart Association, Bal 
Harbour, Miami Beach 


22-24 Oregon Hospital Association, 
Eugene Hotel, Eugene 


22-25 American 
enterology, 
Cleveiand 


of Gastro- 
Cleveland, 


College 
Hotel 


23-24 American Cancer Society, Bilt- 
more Hotel, New York City 


22-25 Colorado Hospital Association, 
Harvest House, Boulder 


22-27 American Society of Anesthes- 
iologists, Statler Hilton Hotel, Los 
Angeles 


23-27 California Hospital Association, 
El Cortez Hotel, San Diego 


24-27 American Dietetic Association, 
Sheraton-Jefferson Hotel, St. Louis 


25-28 American Association of Blood 
Banks, Drake Hotel, Chicago 


26-27 Washington State Hospital As 
sociation, Chinook Ho'el, Yakima 


(Continued on page 
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FROM SKIN ANTISEPSIS TO HOUSEKEEPING 
ociation, 
Wescodyne with “Tamed lodine” destroys the widest range 
wei | Of micro-organisms —Cleans and disinfects in one step 
y, Bilt Wescodyne is formulated with “Tamed Iodine.” For full information, results of scientific evalua- 
‘ity It non-selectively destroys bacteria, viruses, tions, and recommended O.R., houssmnapeng and 
spores, fungi, even resistant types of staph. nursing W 
Wescodyne improves upon, and eliminates the om 
need for, a wide variety of products. Its strong yi, 
nesthes- detergent action combines cleaning and disin- Wescodyne'' and ‘‘Tamed lodine'' are Reg. T.M.'s of Wes emical Pro 
stel, Los fectinginone step, 7 
I | Technical Advisory Service | 
n solution, Wescodyne is non-toxic, non-stain- tie: 
- ing, non-irritating. And virtually odorless. At | 42-16 West Street, Long Island City 1, New York 
dilution, Wescodyne has a rich Gentlemen: Please send available literature 
4 amber color. As long as the color remains, posi- 
sitll tive germicidal activity continues. 
St. Louis Astonishingly enough, Wescodyne costs less than j. Name l 
2¢ a gallon at general-use dilution. | Tithe | 
| | Address — | 
| 
tal As- WEST inc. | 
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CALENDAR OF MEETINGS 


(Continued from page 14) 


NOVEMBER 


pee | 1- 3 Indiana Hospital Association, 
os French Lick Hotel, French Lick 


2- 3 Oklahoma Hospital Association, 
Mayo Hotel, Tulsa 


2- 4 AHA Institute, Hospital Directors 
of Medical Education, AHA Head- 
quarters, Chicago 


5- 8 Association of 
geons, Mayflower Hotel, Wash- 
ington, D.C. 


Military  Sur- 


6-10 AHA Institute, Physical Thera- 
pists, Deauville Hotel, Miami 
Beach 


6-10 AHA Insitute, Hospital Pharmacy 
(Specialized), AHA Headquarters, 
Chicago 


8-10 Maryland-D.C.-Delaware Hospi- 
tal Association, Shoreham Hotel, 
Washington, D.C. 


av? 


© 


*conos 


PHYSICIANS' 


STANDARDIZED 
RECORD FORMS 


in stock... available for immediate 
shipment —carbon-interleaved — boxed 


Convenient snap-out medical record forms ready for immediate 
7 shipment. Available in 2-part, 3-part or 4-part. Many of the more 
frequently used forms in stock, such as Summary Sheet and Record 
of Admission, Conditions of Admission—California Hospital Asso- 
ciation Form cHA-1, Nurses’ Notes, Report of Operation, Tissue 
Report, X-Ray Report, Electrocardiographic Report and many 


more. Write to Department 200 for information, samples and prices. 


RECORD COMPANY 


We have a Standardized Form for every hospital purpose 


3000 SOUTH RIDGELAND AVENUE, BERWYN, ILLINOIS 


16 For further information see postcard opposite page 106. 


9-10 Kansas Hospital Association 
Baker Hotel, Hutchinson 


9-10 Minnesota Hospital Association, 
Leamington Hotel, Minneapolis 


9-10 Virginia Hospital Association, 
John Marshall Hotel, Richmond 


16-18 American Psychiatric Associ. 
tion, Hotel Schroeder, Milwaukee 


13-17 American Public Health Asso. 
ciation, Cobo Hall, Detroit 


17-21 National Society for Crippled 
Children and Adults, Denver 
Hilton Hotel, Denver, 


13-17 AHA Institute, Hospital House. 
keeping (Advanced), AHA Head- 
quarters, Chicago 


13-17 AHA Institute, Dietary Depart- 
ment, Administration, Somerset 
Hotel, Boston 


14-16 AHA Institute, Directors of 
Hospital Volunteers (Basic), 
Cosmopolitan Hotel, Denver 


25-27 American College of Chest Phy- 
sicians, Brown-Palace Hotel, 
Denver 


27-30 AHA Institute, Operating Room 
Administration (Advanced), Sher- 
aton-Lincoln Hotel, Indianapolis 


27-30 American Medica! Association, 
Clinical Meeting, Denver 


28-30 AHA Institute, Hospital Dental 
Service (Advanced). AHA Head: 
quarters, Chicago 


30-Dec. 1 Illinois Hospite! Association 
St. Nicholas Hote! Springfield 


He vital Topics 


: 
#2 
| | 
£ 
| 
| 
| 
| 
Ex 
| 


$sociation, 
n 


$sociation, 
eq Polis 


$SOciation, 
Richmond 


Associa 
Ailwaukee 


th Asso. 
roit 


Crippled 
Denver. 


1 House. 
4A Head- 


Depart- 
Somerset 


ctors of 
[Basic], 


nver 


hest Phy- 
Hotel, 


ng Room 
Sher- 
lianapolis 


sociation, 


sociation, 
sringfield 


1 Topics 


=. 


— 
4 
a 
= 
= 
= 
= 
a 


we 
: 
; 
: 


SYNANON REVISITED 


HOSPITAL 


SECTION 


A “Small, Intense Culture,” Amid Much Opposition, 
Provides a Solution for Seventy Ex-Drug Addicts 


Condensed from Manas, 
February 8, 1961 


Last fall I visited a group of ex- 
addicts, housed by Synanon Inc., 
in their home and headquarters in 
Santa Monica, Calif. That visit was 
lone of the most exciting evenings 
1 had ever experienced. Synanon 
ouse had exuded an aura of suc- 
cessful living that overpowered my 
Mskepticism about addicts staying 
“clean” under any but the most 
extraordinary auspices. 

Later, I moved in to Synanon, 
to write a book about its people. 
Living with 50 or more dope 


uly, 196) 


By Walker Winslow 


fiends—their own designation for 
themselves—might seem adven- 
turous, or morbid, to some, but to 
me it has been an experience in a 
new dynamic of family life that 
each day brings some fresh reward. 

At one time I counseled drug ad- 
dicts in a clinic within a penal in- 
stitution, and was continually de- 
pressed by the hopelessness they 
felt and which I couldn’t break 
through. My civil service title was 
“mental health therapist” but to 
the addicts I was only an odd sort 
of warden. 

The essence of Synanon, in con- 
trast, is the open door that swings 


both ways. The sick, outlawed, and 
harried addict who is under an ir- 
resistible compulsion to commit at 
least $50 worth of crime every day, 
in order to pay for his habit, can 
enter Synanon and find a haven. 
There he will have to kick his hab- 
it the hard way, just as he would 
have to in a jail or in a state hos- 
pital where derision would be the 
rule, and sympathy a novelty. 

In Synanon, however, sympathy 
and empathy are the rule in the 
period between indoctrination and 
the day that drug-free health re- 
turns. And when the addict does 


(Continued on next page) 
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kick the habit “cold turkey,” with- 
out the aid of drugs, he has a feel- 
ing of accomplishment that he 
wouldn't have under any other cir- 
cumstances. He has made a moral 
investment in Synanon, and he is 
part of it. 

“No addict ever comes to Syna- 
non for a cure,’ Chuck Dederich, 
Synanon’s founder, states flatly. In- 
terviews with members prove him 
right. Most come because the law 
is breathing down their necks, or 
because they need a respite from 
the ever-increasing amount of 
crime their habits demand. 

A man I interviewed recently, 
an addict of 20 years standing, told 
me he came to cut down on his 
habit, and when he was clean he 
stayed on. Now, after 18 months in 
Synanon, he admits—with some 
embarrassment—that his new eth- 
ic and morality may have ruined 
him as a hustler and dope fiend. 
Actually, you’d have to search for 
an addict less likely to stay off 
drugs. “By enabling man to go 
right, disabling him to go wrong” 
is a slogan Synanon has taken 
from Lao-Tze. 

“Dope fiends take dope,” says 
Chuck Dederich bluntly. “As long 
as they are dope fiends, they are no 
damned good; they are slobs and 
thieves with the temperaments of 
nasty little children. When they 
stop using dope, they’re something 
else again. They need self-respect 
and then general respect more 
than they do sympathy. Pity will 
send them running for a fix; too 
much laxness with them in the 
early stages makes them take their 
problems in adjustment too lightly. 

“I may seem rough on them at 
times, but I have to be their guts, 
until they develop guts for them- 
selves. The most severe punish- 
ment I can offer is banishment and 
for guys who have spent most of 
their time wanting to get out of 
jail, that really startles them. They 
really get the idea of the open door 
then, and what responsibility 
means.” 

In a little store-front building, 
Synanon was chartered as a 
California corporation. Then, after 
leasing the old Armory—a former 
beach club, really—the problem of 
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Training for Non-Certified Foreign Medical Grads | ‘i. 
expr’ 
An intensive training program for non-certified foreign medical vraduates self- 
has been established by the New York State Department of Health in cooper- ; 
ation with four medical schools. Purpose of the program, a recent issue of sill 
Health News reports, is to provide training for foreign physicians who failed st 
to pass the September 1960 examination given by the Educational Council for ae 
Foreign Medical Graduates. the 
Objective of the ECFMG program is to assure that patients in hospitals in disc 
which graduates of foreign medical schools are employed are cared for by S 
house physicians who have been certified by examination. Representatives of to 
AMA and AHA agreed to accept an offer from Gov. Rockefeller for assistance cree 
from the state in the immediate establishment of intensive training programs cort 
for the non-certified foreign medical graduates. ail 
Each of the courses for the enrollees will take about 50 hours. A typical h 
course schedule will be three hours a day, three days a week for six weeks, - 
While New York state has provided funds for the development of these foo 
courses, the four medical schools involved will also have to charge tuition, me 
However, it was expected that the tuition would not exceed $100 per regis- cer’ 
trant. ord 
The state’s Health Commissioner has stated that taking such an approved wi 
course by foreign medical graduates who have not passed an ECFMG exam- I 
ination is an essential requirement for continued accreditation. hot 
hot 
raising funds became acute, and help therapy meetings are called, Us 
without any formal books and with These are held three times a week, toc 
nothing but sheer drive and faith, and the members rotate so that no ple 
Chuck Dederich succeeded in get- group is ever the same. Chuck Sy 
ting the Synanon Foundation ac- Dederich insists that people release sic 
cepted by the federal government their “gut level” feelings—the ones wi 
as a non-profit organization, with with strong emotional content. Ww 
a tax exemption for donors. The group discussions may deal | 
Now, a little over two years with an individual’s problem as he . 
from an uncertain beginning, Sy- feels it, or as another senses it. If _ 
nanon House is a home in which it is felt that a person is withhold- to 
gracious living is provided for 50 ing material about himself, he may tu 
or so people. At least 75 percent undergo a virtual inquisition. Any- Pl 
of the cash expenses are met by thing one does that might lead him . 
the wholly voluntary contributions back to drugs is attacked incisive- tl 
of Synanon members who hold ly. 8 
jobs outside. Sometimes it will sound as if a : 
As an example, one of the men fight is going to break out, but it 1 
who contributes most of his pay never does. Physical violence is a 
check plans to make Synanon his number one cause for banishment 
home for life. At 35, with 12 years from Synanon. Hearing the vi- 
of prison behind him, he is holding olence of the arguments at the syn- 
down the first job he has ever had. anons, and then seeing happy and | 
His employers, who have hired two relaxed people gather afterwards | 
other Synanon members, know all for refreshments, is a shock until 
about him. Recently he took on the you understand that each has 
added assignment of carrying the reached some sort of catharsis. 
firm’s funds to the bank—thou- Check to have knows 
ands of dollars each day. This is a tuitively that a man’s subjective 
man who was once convicted of world is only as deep as his objec- 
armed robbery to get money for tive world is wide. The noon sem- 


dope. In all his years in prisons, 
state and federal, no attempt was 
made to rehabilitate him. Once he 
saw a psychiatrist for a half hour. 


The key to the success of Syna- 
non is the “synanons,” as the self- 


inars at Synanon House, « ealing as 
they do with concepts taken from 
science and the human'''es, give 
the members an _ ever-widening 
scope, and encourage reac 


As their world and _ interests 
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expand, th members are better 
able to fin words with which to 
express their feelings; they gain 
self-confidence, and their reason- 
ing ability improves. Professional 
people who observe the seminars 
are tremendously impressed with 
the range and seriousness of the 
discussions. 

Synanon owes much, of course, 
to the family life that it has 
created. Each one contributes ac- 
cording to his or her ability; some 
cook, sew, or iron and keep house; 
others hustle for and pick up the 
food contributed by friendly local 
merchants. Without spying, a con- 
cern is shown that enables the co- 
ordinators to know if anything is 
wrong with anyone. 

Laughter can be heard in the 
house during most of the waking 
hours, and almost always there are 
groups in serious discussion. 
Usually there are visitors about, 
too. Following the injunction, “Dis- 
play before you are investigated,” 
Synanon lets officials and profes- 
sional people stroll where they 
will, and talk to whomever they 
wish. 

Fifty abstaining drug fiends live 
a life that could be envied by their 
neighbors. Twenty of them go out 
to work in the morning and re- 
turn in the evening, just as other 
people do. Eighteen Negroes are 
members of the family, as well as 
three or four from other minority 
groups, and there is no friction. 
Here is a small, intense culture that 
should exist at peace within the 
larger culture, and perhaps teach 
it something. 

A minister of one of Santa Mon- 
ica’s leading churches decided that 
the synanon method would be help- 
ful to a group of young married 
couples. They came to Synanon 
House to learn the technic and are 
now meeting in their own homes 
with Synanon members—ex-ad- 
dicts and ex-convicts—attending. 
Here is an exchange where normal 
citizens and formerly anti-social 


people learn the truth about each 
other. 
Synanon members have also 
gone out and spoken at over 50 
Service clubs and churches, and 
are in constant demand. In this 
way, a positive contribution is be- 
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ing made to the city of Santa Mon- 
ica. 

In addition, the 70 members who 
are staying off drugs through Syn- 
anon represent $3,500 worth of 
crime that is being prevented each 
day, for that is what dope would 
cost them if they were using. And 
they could get it only by crime. In 
prison, they would collectively cost 
the taxpayer around $500 per day 
for room, board, and wardens. Syn- 
anon seems to point to a humanis- 
tic solution to a large part of our 
addict problem. 

In a time when there are sup- 
posed to be professionally struc- 
tured programs for every human 
situation (even though they may 
exist for token groups only), and 
when there isn’t enough pro- 
fessional help available to meet 
the realistic needs of society, non- 
professional groups suspect, 
and often outlawed. Synanon, of 
course, falls into the category of 
suspect organizations. 

As Chuck Dederich says, “We 
follow the policy of no policy—none 
of the other methods of getting 
dope fiends off drugs has worked, 
so why should we imitate them? 
We have the largest number of 
abstaining dope fiends in the world 
—people who are living behind 
open doors, and even moving out 
into their own apartments. We 
aren’t doing as well as we will in 
the future, but we are doing some- 
thing that all who wish to investi- 
gate can see.” 

Yet, paradoxically, here are some 
of the situations Synanon is facing: 

State parole officers have called 
on Synanon members for help in 
their group-therapy meetings with 
parolees, yet both parolees and 
parole officers are forbidden to en- 
ter Synanon House, even for a 
visit. 

The state hospital inspector says 
that ‘Synanon isn’t operating a hos- 
pital, and refuses to inspect it. Yet, 
Synanon was convicted in the low- 
er courts of operating a hospital il- 
legally, then given a stay of execu- 
tion so that it could continue to 
break the law! (The conviction 
has been appealed to the U.S. Su- 
preme Court.) 

Businessmen of Santa Monica 
contribute $5,000 each month in 


goods and services to Synanon, yet 
the officials who represent the com- 
munity have condemned and 
prosecuted Synanon without even 
conducting a thorough investigation 
of what is going on. 

The list of paradoxes could be 
expanded on and on. For example, 
the California Adult Authority 
ordered seven parolees out of Syn- 
anon when they were doing well 
and passing their weekly Nalline 
test. Without the support of Syna- 
non, five of the seven have since 
returned to jail. 

Not long before this happened, 
Dr. Donald R. Cressy, dean of an- 
thropology and sociology at the 
University of California at Los An- 
geles, and a noted criminologist, 
told a meeting of parole officers 
that Synanon “is the most signifi- 
cant experiment into the narcotic 
problem that is being made today.” 
But Santa Monica’s leading paper, 
the Outlook, boasts that it won’t be 
content until it has run Synanon 
out of town. 

The fear that 70 former addicts 
who are no longer taking drugs has 
created among officialdom, and in 
a sizeable segment of society, is 
awesome. When confronted, none 
of Synanon’s enemies can give a 
clear explanation for their fear. 
Significantly, none of them bothers 
to investigate the object of their 
hatred. In a sense, the situation is 
frightening. Possibly, a part of our 
society is so sick that it can’t stand 
seeing people organize to get well, 
especially when they do it their 
own way. 
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A General Hospital As a Focus 
of Community Psychiatry 


By Leopold Bellak, M.D.* . 


Condensed from JAMA, December 31, 1960 


More and more it is becoming rec- talk things over. The _ trouble- number of ministers, priests, and 
ognized that psychiatry has a role shooting clinic—which is open 24 rabbis, and one of our main efforts 
to play not only as a basie medical hours a day—differs here from is to help the chaplain recognize and 
science and as a field of therapeu- other hospital programs: it is differentiate between _ primarily 
tics, but also as a proper branch of geared to offer on-the-spot treat- psychiatric problems and more 
public health and preventive med- ment for troubled feelings and the generally religious ones, and to en- 
icine. It has been our aim in setting vexing, ordinary problems of ev- courage a visit with the psychia- 
up the Comprehensive Community eryday life. trist when indicated. 
Psychiatric Program to reach key 
community figures with the specif- The Psychiatric Seminar for The Teachers’ Consultation 
ic purpose of creating an aware- General Practitioners Service 
ness of psychiatric problems and a It is a well-established fact that An urgent community and school 
sounder psychodynamic under- the general practitioner is consult- need is to have more extensive 
standing. ; ed almost as frequently for latent psychiatric services available for 
City Hospital, Elmhurst, N.Y.C., emotional difficulties as for the pre- the problems of children. The aim 
is a 1,000-bed general hospital. senting physical symptoms. Being of this program, then, is to make 
The psychiatric department has in a position of preventing such dis- school personnel more perceptive 
120 beds, 12 full-time staff psychi- turbances from getting out of hand, in spotting early signs of trouble, 
atrists, 15 residents, 10 full-time he ought to be one of the first lines and more effective in utilizing the 
psychologists, 6 social workers, and of defense in mental health. therapeutic resources of the com- 
or Our seminar endeavors to per- munity, by imparting to them a 
, _ mit the GP to function with great- broader understanding of pertinent 
ee Trouble-Shooting Clinic er psychiatric understanding by psychiatric and psychodynamic 
Acmgsee The trouble-shooting clinic, ini- acquainting him with basic psychi- concepts. 
tiated in October 1958, is designed atric concepts and with methods of 
to offer first-aid to emotional prob- dealing with some of the psychia- The Seminar for Lawyers 
lems. It is not limited only to ur- tric aspects of physical illness. This seminar was originated be- 
ee gent crises, however; we want to , cause it is plainly apparent that 
S : teach our population that to deal The Psychiatric Seminar many matters brought to an attor- 
28 : with more or less minor dis- for Chaplains ney’s office have, at their roots, 
turbances is often the soundest In our society of quickly chang- emotional or psychiatric overtones. 
way vd avert potentially serious ing values, great social and geo- Further, the proper and sound set- 
difficulties. We want our people to graphic mobility, and a general tlement of many seemingly cut-and 
know there is a place where they dried legal arrangements requires 
7 a ee intermation terms of established values, the a great deal of psychological un- 
ee physical illness, le- chaplain is a relatively constant derstanding. 
: gure. It is therefore important Optimal functioning can be more 
any number of tensions and anx- 
ieties. ne yond the im nearly approached the greater 
Anyone may walk in and simply mediate religious implications attorney’s psychologica! _under- 
Py something of the dynamics of in- standing of the case in point, and 
s *Director of psychiatry, City Hospital at terpersonal relationships. the greater his understanding of 
: = Elmhurst, Queens, New York This seminar is attended by a the’ particular quality of he emo- 
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final relationship with his client. 
It is toward these views that the 
gminar for lawyers functions. 


Future Plans 


Plans for a routine annual psy- 
chiatric examination of children 
are currently being worked out in 
the belief that early recognition of 
emotional turmoil can most fre- 
quently arrest further serious de- 
velopment. Our aim is to develop 
atechnic that can eventually be in- 
cluded in the regular annual pedi- 
atric check-up. 

In addition, there is a growing 
group of sophisticated, psychologi- 
cally-oriented parents who wish to 
understand the problems of their 
offspring. Hence, the forthcoming 
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By Eugene Schoenfeld* 


“school for parents.” 

Although not yet underway, the 
overall plan is well defined. The 
“school” will consist of two parts: 
the first will be courses to convey 
basic information concerning the 
emotional development of children 
at different age levels; the second 
will be, in essence, a round-table 
discussion in which the same par- 
ents participate. These discussions 


‘should have a group-therapeutic 


structure. 


Summary 


These seven projects constitute 
the main parts of our Comprehen- 
sive Community Psychiatric Pro- 
gram. It is our hope that by the 
means outlined here, psychiatry 


and the psychiatric department of 
a general hospital will serve the 
community as the much-needed 
foci in the prevention and cure of 
psychiatric and emotional problems 
and contribute to the community’s 
mental health. 

In these senses, the psychiatric 
arm of any hospital assumes a so- 
ciological function in today’s world 
of “lonely crowds.” The trouble- 
shooting clinic and the key figures 
of the community who have ac- 
quired some psychodynamic under- 
standing may serve some of the 
functions of friend, neighbor, fam- 
ily doctor, or even of the closely- 
knit family that has disappeared 
in the swift changes of our techno- 
logical society. 


A Summer at Dr. Schweitzer’s Hospital 


Dr. Schweitzer’s Hospital is lo- 
cated almost directly on the Equa- 
tor 150 miles from the west coasi 
of Africa in the newly independent 
Republic of Gabon. It sprawls 
through the jungle along the banks 
of the Ogowe River, two miles 
from the village of Lambarene. 

On an overcast afternoon early 
In June 1960, I was in a flat- 
bottomed boat going up the twist- 


*Class of 1961, S ici : 
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ing Ogowe, bound for this most fa- 
mous of all tropical hospitals. 

With a curve in the river, the 
hospital was brought suddenly in- 
to view. Small gray wooden build- 
ings in the midst of thick brush 
seemed to cling to their places 
against the surrounding jungle. 

I was greeted at the landing, and 
walked up a steep path to a large 
wooden building known as the 
Pharmacie, or dispensary. Inside, 
at the opposite end of a crowded 


room, “le grand docteur” bent over 
an ancient writing desk. 

Even at the age of 85 Dr. 
Schweitzer has the appearance of 
great physical strength. His huge 
hands and forearms rested on the 
desk top. He wore a wrinkled white 
shirt, faded patched gray work 
pants, and well-worn black shoes. 

The Pharmacie is the heart of 
the hospital. It contains the out- 
patient clinic, operating room, 
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pharmacy, laboratory, delivery 
room, nursery, x-ray room, hospi- 
tal records, and dentistry. 

During the day it is alive with 
noise from children and adults, 
workmen breaking rocks for con- 
struction, nurses scurrying to and 
fro, roosters crowing outside, the 
braying of goats and sheep who 
enjoy the activity inside and rest 
near Dr. Schweitzer’s desk, and oc- 
casional yelps when doctors step 
unsuspectingly on dogs, fond of 
sleeping on wooden stairs within 
the Pharmacie. 

Sometimes nurses, exasperated 
after stepping in a puddle left by 
one of the animals, try to shoo 
them out of the building. On one 
such occasion I observed Dr. 
Schweitzer say sadly to Anita, his 
favorite sheep, “they just do not 
understand we are not in a Swiss 
hospital.” 

Even on the brightest days the 
Pharmacie is dim within due to the 
soot-darkened walls. When bright 
light is essential, battery-powered 
lamps are used. 

There is no running water at the 
hospital; it must be carried up 
from the river or from a pump 100 
yards from the Pharmacie. Elec- 
tricity is provided only for the ven- 
erable x-ray machine and for the 


operating room where surgery is 
performed three mornings a week. 

Leading from the main hospital 
street are paths and large concrete 
steps to the twelve cottages or 
Cases. A typical cottage is Case 
Galca, named after one of the lo- 
cal tribes. Perhaps 80 feet long and 
40 feet wide, it is constructed of 
wood with a corrugated iron roof. 
Within are two great wooden 
decks, with ladders providing ac- 
cess to the upper level. Patients 
bring their own mats, bed cloth- 
ing, and mosquito nets. No sheets 
or mattresses are available save 
for exceptional cases. 

On the dirt floor beneath the 
lower deck chickens and ducks 
hunt for food scraps. It was most 
disconcerting while examining a 
patient to have a rooster pecking 
at my shoelaces. 

In and around buildings like 
Case Galoa live 350 patients and 
at least an equal number of family 
members who prepare meals and 
provide routine nursing care for 
the patients. The African customs 
are left undisturbed as far as is 
possible, but efforts are made to 
separate various tribes who 60 
years ago reduced each other's 
numbers by practicing cannibalism. 

A quarter of a mile of primitive 


Children’s Hospital Proves 


A Sucker for Lollipops 


Reprinted from Medical Tribune, May 8, 1961. 


BOSTON—The largest hospital 
consumer of lollipops in the world 
is probably Children’s Hospital, 
which purchased 93,500 lollipops in 
1960, for $1,287. 

With a total of 20,500 inpatients 
end outpatients, the average con- 
sumption was five lollipops per 
child. 

Physicians at Children’s Hospital 
Medical Center debate the medical 
value of lollipops, but all agree that 
they are an indispensable comfort 
to a frightened child and an excel- 
lent reward for good behavior. 
One surgeon said that he couldn’t 
work without them. 


jungle separates the ma‘: hospita 
from the leper village v here liye 
180 lepers and their fan ‘lies, The 


new leper village was constructed 
in 1954 by Dr. Schweitzer and the 
lepers with money rece ved from 
his Nobel Peace Prize award. 
Sanitary problems, naturally 
are great with this hea\y popula. 
tion concentration. One five-place 
privy is available for the main hos- 
pital patients. No such facility js 


furnished for the lepers who use 
the jungle and nearby river for 
waste disposal. 

Parasitic infestation is almost 


universal in the Gabon, as is malar- 
ia. Other common diseases are TB, 
elephantiasis, yaws, and sleeping 
sickness. 

Five doctors from Austria, Swit- 
zerland, Czechoslovakia, and Japan 
care for 500 patients. They work 
under what seem impossible con- 
ditions—no oxygen, running water, 
or electricity. Notes and laboratory 
data are written on the backs of 
old envelopes and medicine wrap- 
pers. 

Assisting the doctors are seven 
nurses from Switzerland, Holland, 
and Germany. Their hours are the 
longest, since there is no regular 
night staff. 

Dr. Schweitzer’s daily schedule 
would exhaust most men 50 years 
younger than he. He arises at 6:30 
AM and usually practices on the 
piano before breakfast. Many 
mornings I stood cutside his w'n- 
dow with the antelopes for com- 
pany while the music of Bach or 
Franck drifted through the screens. 

The Doctor each day directs 
work to be done in the garden, on 
the road, or in new construction, 
where he often helps carry mate- 
rials to the building site. 

He is to be found in all parts of 
the hospital, slightly stooped now 
with age, but still vigorous and 
alert. There is no question but that 
he is in command at the hospital. 
A reasonable man, he often agrees 
to changes suggested by his staff, 
but no changes are mace without 
his authorization. 

Long after most of the hospital 
sleeps, Dr. Schweitzer works over 
unfinished books and hospital mat- 
ters. Only at midnight is his kero- 
sene lamp extinguished 
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REHABILITATION EVALUATION-— 


Some Social and Clinical Problems 


This report is concerned with the 
use of a method of disability evalu- 
ation to help determine when and 
to what extent rehabilitation serv- 
ices may be applicable to a parti- 
cular set of community needs, 
growing out of the high prevalence 
of disability among the aged. 

For this population group, claims 
have been made from nearby and 
distant communities that rehabili- 
tative services make life more 
livable, return many patients “to 
the community,” and bring about 
real savings, at least in immediate 
and visible costs, to the taxpayer. 

It seemed worthwhile to see 
whether rehabilitation services 
were truly applicable and effective 
for this selected group of older 
persons. This is a group with a 
high mortality and low motivation, 
and no certainty about homes to 
which to return. 

In order to define success or 
failure, some simple and replicable 
measures of disability were re- 
quired. This functional evaluation 
covers: (1) locomotion (ability to 
get from one place to another, in- 
cluding use of a wheelchair); (2) 
transfer (ability to get from one 
position to another); (3) ability to 
feed oneself; (4) ability to toilet 
oneself; and (5) ability to dress 
oneself. 

It was decided to attempt deter- 
mination of rehabilitation potential, 
retrospectively, by trying rehabili- 
tation services for everyone found 
to have any degree of functional 
disability on physiatric screening. 

All those in this group were 
distributed by major diagnostic 
categories into two rehabilitation 
treatment populations and two con- 
trol populations. Using the disabil- 
ity evaluation tool, we hope to help 
define rehabilitation potential by 
finding out which treated groups 
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of patients benefit from the reha- 
bilitation program. 

Most of the medically indigent 
patient population of proprietary 
nursing homes in Manhattan— 
some 2,000 patients in 15 homes— 
were screened by the physiatrists 
to bring into the study 400 patients 
eligible under the criteria already 
mentioned. 

Those accepted are turning out 
to be largely patients with muscu- 
loskeletal or neuromuscular dis- 
orders. They are elderly, with the 
modal age between 70 and 79, and 
show a predominance of women. 

Coincident with the assignment 
to one of the study groups, patients 
have been subjected to a pretreat- 
ment disability evaluation by a 
team having no knowledge of the 
study group assignment. Each pati- 
ent has been given five objective 
scores in the categories detailed 
above. 

This evaluation will be repeated 
one year after treatment contact 
has been established with the pa- 
tient. The self-care evaluation team 
receives no notice of the patient’s 
status in the study. Our treatment 
teams receive no notice of the 
scores given by the evaluation 
team. 

Comparison of the results of the 
preliminary physiatric screening in 
the nursing home with the test 


findings in individual instances and 
for the group as a whole has raised 
sharply a general question about 
the validity of comparisons carried 
out in different social settings. One 
can identify patients who appeared 
incapable, on screening examina- 
tion and review of nursing home 
records, of any self-care activity, 
but who exhibited fairly good re- 
sponses when tested by the evalua- 
tion team. 

In addition, other problems may 
have contributed to the discrep- 
ancy between the clinical evalua- 
tion of disability by the physiatrists 
and the five objective test scores. 
For one, the test appeared to be 
regarded as a challenge to the 
worker’s. rehabilitation purposes 
and almost as a part of a rehabili- 
tation process. It was, therefore, 
appropriate to exert every effort to 
bring out the best possible per- 
formance by the patient—and to 
grade him so as to give maximum 
encouragement with an indication 
of anticipated optimum prognosis 
or potential. 

However, even with the elimin- 
ation of coaxing and aiding of pa- 
tients, a high proportion of those 
tested continued to show relatively 
high scores, suggesting a low level 
of manifest impairment in self- 
care. 


(Continued on next page) 
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Perhaps this type of disability 
evaluation is too coarse for some 
purposes. In company with other 
functional tests, it fails to take the 
social setting for the purpose of 
function into account. It clearly 
differs from the screening clinical 
evaluations. 

The problems of costs of testing 
in time, effort, people, and money, 
and of replicability and validity 
revealed by our efforts suggest the 
urgency for development of in- 
dexes for the vast array of func- 
tions which disability evaluations 
claim to measure. 

Out of such studies will come 
the clinical and _ statistical basis 


One of the myths about the Organ- 
ization Man is that he can say “no” 
in a way that will satisfy any peti- 
tioner. This smacks of the magical 
and, like most magic, it doesn’t 
work. 

No one knows this better than 
the superintendent of a_ hospital, 
who is faced with the constant 
necessity of ruling against em- 
ployees, visitors, patients’ relatives, 
salesmen, or job applicants. If he 
“yesses” indiscriminately, he for- 
feits the respect of his staff and 
becomes the butt of jokes. When- 
ever he says “no,” he is bound to 
dismay someone. 

Sometimes a decision concerns 
an abstract issue, uncomplicated 
by personal implications. More of- 
ten, a ruling in favor of an idea, 
policy, or person is a decision 
against another person—or is one 
which rejects a recommendation. 
Just as a chess player can’t say 
“checkmate” without sounding 
smug, so a rejection cannot be 
made to sound like an approval. 
(It can—for a short time—if the 
executive is cynical and opportun- 
istic, but this doesn’t last.) 

A superintendent has to make 
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for establishing the much-needed 
shorthand for defining and prog- 
nosticating about a patient’s poten- 
tial capacity and for rapidly iden- 
tifying the rehabilitation needs of 
groups of people. 

Despite the problems exhibited 
by this disability evaluation, and 
implied about others, the strong 
conviction remains that reliable 
tests of ability to function in de- 
fined situations are appropriate 
measures of both patient status 
and of the values of rehabilitation. 
Such measures certainly are more 
meaningful in identifying rehabili- 
tation needs than are earlier me- 
chanical descriptions of disability. 


THE BUCK STOPS HERE 


By Dr. Whatsisname 


decisions—and, in the long run, to 
make decisions is to make enemies. 
Unless an employee is a saint, he 
will dislike the executive who 
causes him to lose face—or funds. 

When it comes to making deci- 
sions, the superintendent is no 
different from any manager or 
executive in the business, political, 
or academic world. But these other 
executives learned early that if 
you never hurt anyone, you don’t 
climb high on the career ladder. To 
quote the immortal Durocher, 
“Nice guys don’t win ball games.” 
These executives understand what 
Seneca meant when he wrote, “To 


A Breakdown on Busyness 


Are you always busy? Never find the time? Complain there aren't enough 
hours in the day? The Western New York Hospital Council’s recent News- 
letter may soothe you a bit by giving you the long-range view. Here are the 
Newsletter’s figures on an average distribution of time during an ordinary 


lifetime (70 years): 


Sleep—23 years (or 32.9 percent of your time); work—19 years (27.2 per- 
cent); amusement—9 years (12.8 percent); eating—6 years (8.6 percent); 
travel—6 years; illness—4 years (5.7 percent); dressing yourself— years 
(2.8 percent); and finally, religion—1 year (1.4 percent). 

Got that feeling that time’s a’wasting, now? 


In an aged group of patients, thig 
self-care functional disal lity 
uation, repeated at inte: vals, wif 
reveal which patients have bene 
fited from therapy, anc to what 
extent. Correlations 0! outcome 
with characteristics on admission 
should help to define rehabilitatiog 
potential. 

And lastly, it is expected that 
some such evaluations providing 
profile of the results of treatment 
will offer a method of judging the 
quality of the services provided, by 
rehabilitation or any other health 
service which seeks to restore, 
maintain, or improve man’s ability 
to function. 


be able to endure odium is the 
first thing to be learned by those 
who aspire to power.” 

The clinical director can concen- 
trate on patients—and can love 
them all. When personnel problems 
get too pressing, he can buck them 
to the superintendent who has to 
take the “odium” if his decision 
hurts anyone. One wonders if real- 
ization of this ever kept a clinical 
director from accepting a promo- 
tion. As Harry Truman used to 
say: “The buck stops here.” And 
as he said on another occasion, 
“Stay out of the kitchen if you 
can’t stand the heat.” 
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Nearly 3,000 delegates and guests convened at Dallas, 
May 14-17, for the 32nd annual convention of the Tex- 
Mas Hospital Association. Attending were representa- 
Btives from most of the 488 member hospitals. Total 
membership of the association is 677 hospitals, repre- 


fm senting 55,191 beds. 


Meeting concurrently with the THA were eight allied 
groups, including: Texas Conference of Catholic Hospi- 
tals; Hospital Purchasing Agents of Texas; Texas As- 
sociation of Hospital Auxiliaries; Texas Association of 
Medical Record Librarians; Texas Association of Nurse 


m Anesthetists; Texas Association of Operating Room 


m Nurses; Association of Catholic Chaplains in Texas 
™ Hospitals; and Hospital Chaplains in Texas. 


Keynote speaker of the convention was the Honora- 
ble Martin Dies, Sr., of Lufkin, former U.S. Congress- 
man, who spoke on “Preserving Our Voluntary Ways,” 
and received a standing ovation for his dedicated con- 
victions on the American way of life. 

At the meeting of the association’s house of delegates 
it was unanifnously voted to build an association head- 
quarters building in Austin, making THA the first hos-- 
pital association in the United States to construct its 
own building. 

Albert H. Scheidt, administrator of Dallas County 
Hospital District, Dallas, was installed as the new presi- 
dent of the association. George B. Pearson, administra- 
tor of the Medical Center Hospital, Tyler, was selected 
as president-elect. Retiring president is F.R. Higgin- 


botham, administrator, Baptist Memorial Hospital, San 
Antonio. 


A highlight of the convention was the largest techni- 
cal exhibitors’ show in the 32-year history of the as- 
g Sociation, which featured the products of some 120 man- 
ufacturers. 

Awards for the best exhibits, judged by a purchasing 
agent and two hospital administrators, all of whom were 
anonymous, were, in the multiple booth category: Hill- 
Rom Co., Inc., first prize; Royal Manufacturing Co., 
second prize. In the single booth category, McKesson 


and Robbins won first prize; second prize went to the 
Dallas Radionics Co. 


Topics here presents abstracts from selected papers 
Presented at the meeting. 
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Texas Puts Damper on Federal Intervention, 
Sparks Accreditation at Hospital Meeting 


Hospital Accreditation 


THA “‘Dry-Run Survey”’ is Strong 

Effort to Improve State Standing 

The need for this program is spelled out by the fact that 
Texas has the lowest percentage of accredited hospitals 
in the nation outside of Alaska. 

In 1958, there were 200 Texas hospitals eligible for 
accreditation who had not received it. To assist those 
hospitals who want help in preparing accreditation, the 
THA has been doing what we call the “Dry-Run Sur- 
vey.” Mock inspection is made by volunteers from the 
THA, the Texas Medical Association, private clinics 
and hospital associations, and the Texas Association of 
Medical records. 

We have received requests for inspection from 21 
hospitals, and have completed eight surveys, some of 
the aspects of which will be discussed—J.D. Hall, Jr., 
chairman, Council on Professional Services; assistant 
administrator, Harris Hospital, Fort Worth. 


Questionnaire Used is the Same 

As That of the Joint Commission 

The first survey made is provisional. The applying hos- 
pital must have ait least 25 beds; a governing body with 
legal and moral responsibility. Dietary, medical records, 
pharmacy, clinical laboratories, pathology, radiology, 
and medical library are “musts.” 

To apply for the dry-run survey, write the associa- 
tion’s executive secretary, and ask that you be assigned 
a team. The preliminary questionnaire you receive 
will be the same as the one you will get from the Joint 
Commission on Accreditation. Answer all the questions; 
if you do not have something, write “no.” 

One instance I will mention because it may help. One 
hospital, in regard to the anesthesia setup, answered 
“no” three times to the question, “Do you have safety 
rules,” because it assumed this meant a long list of rules 
and regulations. Actually, it qualified because it did 
have “No smoking” and ”No Visitors” signs posted—C. 
J. Hollingsworth, administrator, West Texas Hospital, 
Lubbock. 


vie 
a Texas Hospital Convention 
ay 


Speaker at the mike during the session on Health Needs of the Aged 
was Alanson Wilcox, genera! counsel, U. S. Department of Health, Ed- 
ucation and Welfare, Washington, D. C. Other speakers, |. to r., W. R. 


Even if Accreditation Try Fails, 
Survey Spurs Will to Keep Trying 

The team, which usually consists of a doctor, an admin- 
istrator, and a medical records librarian, visits the hos- 
pital and gives suggestions and problems to be studied. 

Each member of the team has his own particular role 
to attain. The administrator is concerned with the phys- 
ical plant and can point out, for instance, that a hospital 
having patients in the corridor can be accredited, pro- 
viding each patient has adequate space. 

The doctor concerns himself with such things as diag- 
nostic, therapeutic and isolation facilities. The medical 
records librarian with ratings, autopsy rate, death, and 
infection rate according to percentage. 

If the hospital had a survey, and does not get certi- 
fied, we found that it still helps the administrator 
understand techniques, and enables him to create a cli- 
mate to influence doctors to want accreditation for the 
hospital as much as he does.—Sister M. Annella: ad- 
ministrator, St. Ann Hospital, Abilene. 


Used to Dramatize Problems, 
Survey Changed Staff Attitude 


This survey may be used by administrators to suit indi- 
vidual problems. In our hospital we used it to drama- 
tize problems we had already pinpointed. We had a 
brand new building, well equipped, a new and inter- 
ested board, competent employers, and an organized 
medical staff. On the minus side, we had inadequate 
medical records (they went to patients on discharge), a 
lack of interest in autopsies. 

Most of the points to be stressed were discussed in ad- 
vance. Before the survey, the chief of staff’s comment 
was, “Do you really think this accreditation business is 
worth getting steamed up about?” Following a really 
outstanding job by the survey team, we got a change of 
attitude in the staff who approved the project 100 per- 
cent. 

Results included histories and charts within 24 hours, 
and histories on charts before the patient went into sur- 
gery. If the latter was not adhered to, the operation was 
cancelled and rescheduled, the doctors losing privileges 
until the omissions were rectified. 
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McBee, executive director, Blue Cross-Blue Shield of Texas, Dallas; 


John Winters, commission, Texas State Department of Public Welfare 
Austin; George B. Pearson, president-elect of THA, who presided; and 
the Hon. Crawford Martin, state senator, whose proposed legislation 
was discussed. 


A young surgeon got so angry he got all his charts w 
to date at one sitting. Two weeks later he was called t 
court to testify, and used one of the charts he had been 
forced to complete. He’s an ardent supporter!—PJ 
Huey, administrator, Collin Memorial Hospital, McKin- 
ney. 


Present and Future 


Research-Minded Doctors Need 


Hospital Backing to Achieve Goals 

In 1841, the Galveston Hospital was called “that poor 
shell of misery—great coffin of unburied death.” In those 
days, even the graduate medical doctor had little to 
work with except simple remedies—to fight Indians, 
malaria, yellow fever, typhoid, small pox, and galloping 
consumption. It’s true that cowards never started for 
Texas, and weaklings never arrived. 

Today, Texas has some of the greatest teaching insti- 
tutes in the nation. It is the great teaching hospitals that 
have led the way to new knowledge, and we feel there 
has not been general recognition in the past decade of 
the growth of laboratory research in our hospitals. 

A study sponsored jointly by the American Hospital 
Association and the National Institute of Health, to 
learn how many hospitals have been doing research, 
showed that in 1958, over 850 hospitals (one out of 
eight) were actively engaged in such efforts. They were 
expending $125,000,000 (one-fourth the national expen- 
diture for medical research). Twenty-three of the hos- 
pitals averaged an expenditure of $2,000,000; 120 av- 
eraged over $100,000 apiece. Another 483 hospitals to- 
talled $10,000,000, with an average expenditure of $20, 
000. In 1961, total research expenditure is expected to 
go to $890,000,000, which will, of course, include funds 
from all sources. 

Doctors in Texas have been raised in an environment 
of research. They want to know more in order to con- 
tribute more, wherever they practice. What they need 
we'll have to supply—in space; technical equipment: 
pharmacy consulting advice on the flood of new drugs 
and greater accuracy in administering them; more and 
better nursing. They'll need additional nutrition servie- 
es, expanded activity of social workers. More service 
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radiology, rehabilitation and, believe it or not, in reli- 
gion.—Jack Masur, M.D., president-elect, American 
Hospital Association; assistant surgeon general, U.S. 
Public Health Service; associate director, Clinical Care 
Administration, National Institute of Health; and direc- 
tor, Clinical Center, National Institutes of Health, Beth- 
esda, Md. 


Only Hard-Hitting Professional 
Approach Can Educate the Public 


We assume that you believe the voluntary system of 
medical and hospital care is the best, otherwise we 
would be willing to accept something else. So, since we 
believe in it, we ought to try our utmost to preserve the 
system. 

Hospitals in England are not voluntary; the govern- 
ment arranges the budgets. If budgets were dictated 
here, it would not better our voluntary system, even if 
boards had a certain measure of control. 

In the last few years there has been increased criti- 
cism of our system, not with quality, but with cost. Is it 
justified? Eighty-one percent of our patients believe 
our hospitals and equipment are excellent. We suggest 
vou take time away from your charts and paper work to 
instill friendliness by showing interest and patience 
with the unhappy minority! 


Architect plans and drawings for the Texas Hospital Association head- 
quarters building in Austin, which were unanimously approved at the 
convention, are examined by Sister M. Deofilia, left, and Sister M. 
Agnelis, both of Yorktown (Tex.) Hospital. With them is Victor Probst, 
of the architectural firm of O’Connel & Probst, who designed the build- 
ing. 


We have problems arising from methods of payment. 
We suggest you take the time to call attention to the in- 
creased cost of care. We don’t hear complaints in res- 
taurants about a $2.50 dinner simply because it cost 25 
cents some years ago. 

Employers are interested in rising costs, and they 
must be recognized for that interest. Fortunately, they 
can be shown that it’s to their advantage to have hospi- 
tal people run hospitals. The utterly selfish group who 
want the government to pay must be shown that politi- 
Clans give themselves advantage to the detriment of 
care, 

The AHA is conscious of the problem, but hasn’t done 
much about correcting public misinformation. It might 
be a good idea to invite labor leaders and newspaper 
editors to get together with us for a meeting—a well- 
publicized meeting. Ask them if they want to see wages 
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‘be all-inclusive and supple, and state help will be need- 


Sister M. Annelia, administrator, St. Ann Hospital, Abilene, was one of 
the speakers in the meeting devoted to the THA ‘‘Dry-Run Survey," a 
program designed to assist Texas hospitals who want help in prepar- 
ing for accreditation. 


of hospital employees reduced to cut hospital costs. Pen- 
etrating questions and frank answers on all sides might 
well garner us refreshingly accurate news coverage of 
our many-sided problems.—Melvin Sutley, president, 
American College of Hospital Administrators; adminis- 
trator, Wills Eye Hospital, Philadelphia, Pa. 


Health Needs of Aged 


Fear of Government Interference 
Unfounded Says HEW Speaker 


Administration is committed that health needs of the 
aged be carried out through the system of social securi- 
ty. For a number of practical reasons the system cannot 


ed. Our position is that needs should be met by social 
insurance, and public assistance can fill the gaps. 

Whether aid is given by social security, or Kerr- 
Mills, or some other plan, it’s clear to most people that 
it must be some compulsory government plan. The feel- 
ing seems to be that hospitals would support a govern- 
ment plan if only they weren’t afraid of government in- 
terference. This argument does not impress me in the 
least; I see no signs of government interference what- 
soever. Blue Cross has been paying hospital bills for 
years without interfering with hospital operation. Un- 
like Blue Cross, a government plan, by covering more 
costs, and removing economic restriction, would encour- 
age diagnostic clinics, nursing homes, and home care. 

The only agreement asked is that the hospital accept 
payment in full except in private rooms requested by 
the patient, and that a graduate doctor certify the need 
for care. If not lived up to, the agreement could be ter- 
minated by the secretary of the HEW. There would be 
no change in admission procedure. 

I could not forecast how much the government would 
pay, but it would be reasonable, and on a basis satisfac- 
tory to hospitals. It would not include medical and sur- 
gical care, but would include ancillary services. It would 
include the services of residents, interns, and diagnostic 
services for outpatients. 

Minimum conditions for hospital participation in the 
plan would be state licensure, adequate records, and 
24-hour nursing service under the direction of a regis- 
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Texas Hospital Association officers and trustees, pictured together at 
the end of a business session, are |. to r.: Sister M. Christine, R.N. 
trustee, St. Joseph Hospital, Houston; Rod M. Bell, trustee, Presbyterian 
Hospital of Dallas; George B. Pearson, president-elect, Medical Center 
Hospital, Tyler; Albert H. Scheidt, president, Dallas County Hospital 
District, Dallas; Fred R. Higginbotham, immediate past president, Bap- 


tered nurse—Alanson Wilcox, general counsel, U.S. 
Department of Health, Education and Welfare, Wash- 
ington, D.C. 


Means Test No Innovation; 
Accepted Part of Credit System 


I feel that we can be critical of proposals with which we 
are in violent disagreement. Many private enterprises 
have died from the embrace of government, which 
lacks understanding and know-how in private industry. 


Taking the audience into the future of medicine, research, and the 
hospital, were Jack Masur, M.D., left, president-elect of the American 
Hospital Association; and Melvin Sutley, right, president of the Amer- 
ican College of Hospital Administrators. In the center is Leigh J. Cro- 
zier, M.D., vice-president of the Texas Hospital Association. 


For generations, hospitals have done a good job for 
those willing to present themselves for treatment. Even 
with all we have done, we find folks in need of care 
which is not available. But this is true of any age, not 
just more mature and advanced age. The commingling 
of need and want will always vary from individual to 
individual. There are four million Blue Cross subscrib- 
ers over the age of 65, who have the same benefits, at 
the same cost, as those in other age brackets. 

If there were no waste in government, and if it did the 
job with exactly the same effort we have put into it, the 
difference between government spending and private 
spending would provide enough funds to care for all our 
needy regardless of age. 

It is indicated that social security is insurance. It 
isn’t; under the proposed health care plan, 12 to 13 mil- 
lion recipients of social security would receive benefit 


tist Memorial Hospital, San Antonio; David M. Hitt, trustee, Baylor 
University Medical Center, Dallas; W. B. Forster, trustee, Bexar County 
Hospital District, San Antonio; T. H. Morrison, Jr., treasurer, Valley 
Baptist Hospital, Harlingen; and W. Wilson Turner, Memorial Baptist 
Hospital, Houston. Not present when this picture was taken were Leigh 
J. Crozier, M.D., vice-president, Hermann Hospital, Houston; and C. }, 
Hollingsworth, trustee, West Texas Hospital, Lubbock. 


without making any contribution. It’s actuarially un- 
sound because it shifts the obligation to future genera- 
tions. Social security isn’t funded now. We dare not have 
a slowdown in population or wages, or it will fail to take 
in what it must pay out. Another fallacy is that the em- 
ployer pays half of social security. His half is passed on 
to producers and services, so the employees pay one 
way or another. 

I prefer the Kerr-Mills bill, and I can’t understand 
those who can object to the Means test. Try to seek a 
loan, and you'll be subjected to the Means test; it’s ex- 
pected, not resented. The whole of enterprise revolves 
around this sort of credit extension system—W. R. 
McBee, executive director, Blue Cross-Blue Shield 
of Texas, Dallas. 


Possibilities of State’s Role 

Under Proposed Legislation 

If the program introduced by the Hon. Crawford Mar- 
tin, which has passed the state senate and is now in the 
house, becomes law, it will be effective by January 1. 

Payments under this bill will be limited to hospital 
and nursing home care, and will cover only charges in- 
side the hospital. Care will be given on the basis of 
need as certified by the doctor of the patient's choice. 
We do anticipate some difficulty in administering the 
program in nursing homes, since the mere fact of living 
there would not qualify residents for care; there must 
be genuine need. 

The welfare department may purchase insurance, 0 
we may find some other way—as in Colorado, where 
Blue Cross is administering the program for the state 
by making all the payments and billing welfare the total 
cost plus a small fee. 

We do hope that the regular welfare staff will have 
nothing to do with the administration of the program. 
We don’t know who should go to the hospital—that's the 
doctors’ job. All that the field staff would do is certify 
that the needed assistance is being received. 

The proposed program is not inclusive, but I believe it 
fulfills the greatest need facing older people. We will 
continue to include in the budget of those now receiV- 
ing aged assistance, money for doctor visits, drugs 
and similar items.—John Winters, commissioner, Texas 
State Department of Welfare, Austin. 
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Upper Midwest Hospital Conference 


Plus Factors in Hospital 


Costs Surveyed by Midwest Conclave 


The 14th annual convention of the Upper Midwest Hos- 
pital Conference, in St. Paul, Minn., May 10-12, drew 
representatives from its member states of North and 
South Dakota, Iowa, Minnesota, Montana, and Manitoba, 
Canada, and guests from many other areas. 

Topics presents abstracts from papers given at the 
meeting. 


New Products, Cost Evaluation 
and Their Effect on Purchasing 


The past 10 years have seen the greatest change in the 
hospital’s use of expendables. This trend has resulted 
in changes in hospital purchasing, type of item pur- 
chased, and storage space available. 

Method analyses and product changes involving re- 
duction of labor are a purchasing function and responsi- 
bility. Preoccupation with price and not enough atten- 
tion to cost in use can be ruinous to hospital cost. 

Hospital cost of surgical dressings varies from $65 to 
$140 per occupied bed per year in hospitals having a 
similar amount of surgery, maternity, and the same 
type of cases. The number of needle suture combin- 
ations will vary from a high of 130 to a low of 40 and 
reduction of these total combinations can bring a re- 
duction of as much as 10 percent in the entire suture 
cost. A cost study by Becton Dickinson showed that cost 
per injection varied from four cents to 12 cents. 

The main causes for these variations are waste, lack 
of standardization, and, most important, the use of a 
more expensive item than necessary for a given purpose. 

Many nurses lack information and have no ideas be- 
cause they have no access to new ideas. Hospitals are 
replete with examples of habit-forming patterns. Many 
hospitals use dressings which were designed for the 
heavy drainage of 20 years ago which now has been 
reduced hy smaller sized catgut, better surgical technics 
and antibiotics. 

Standardization from hospital to hospital will have to 
start with medical and nursing schools. Within every 


July, 1961 


hospital there is much room for evaluation of existing 
products and technics, more standardization and simpli- 
fication and evaluation of new products. 

Successful technics used by hospitals that have been 
most successful in their evaluation and standardization 
include: A nursing arts representative with a definite 
responsibility to evaluate products on the basis of pa- 
tient care; a standards committee made up of the nurse 
just mentioned, plus the users of the product being 
studied, representatives of central supply, accounting 
and administration, housekeeping when affected, and the 
purchasing director; use of outside methods experts: 
use of manufacturers’ samples of evaluation, and of 
their procedure guides such as charts, manuals, and 
films; and the use of qualified manufacturers’ repre- 
sentatives. 

Only by value analysis, utilization reviews and assid- 
uous attention to cost in use can hospital purchasing 
as a profession hope not only to raise its own prestige, 
but also to make a contribution to keeping costs within 
reasonable and affordable limits——H. C. McNamer, Jr., 
midwest sales manager, Hospital Division, Johnson & 
Johnson. 


Employees Hold the Key to 
Successful Public Relations 


Business leaders have learned that a planned program 
of public relations pays off in dollars and cents, and that 
profits are linked to goodwill. 

There are several “publics,” but the most important 
segment, which the wise businessman concentrates first 
attention upon, is that composed of customers. 

Those whose help we need most in our public rela- 
tions program are our employees. Whether we like it 
or not, our employees hold, in the hollows of their hands, 
every day, the most valuable of our possessions, cus- 
tomer goodwill. They can build it up or tear it down, 
depending on their knowledge of public relations prin- 
ciples and their desire to employ them whenever they 
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meet customers or potential customers, in business hours 
or outside them. 


Obviously, employees need training in this complex 
field. 

The finest training yet discovered is that which starts 
on the inside, implanting right attitudes in employees’ 
minds. Right mental attitudes issue in right actions and 
favorable results. 

Attitudes can be taught and learned, and observation 
shows that the man or woman who holds even one or 
two of the basic right attitudes will rise above the 
ordinary employee.—Glen M. Bronson, public relations 
consultant, Minneapolis, Minn. 


Clarify Objectives Before 
Using Cost-Finding System 
What are the results of general cost-finding to be used 
for? This question should be answered clearly and 
positively before a cost-finding project is undertaken. 

Records should not be kept to ascertain costs. Costs 
should be ascertained in order to aid management.’ The 
primary, and possibly the only, purpose of such a 
project is to aid management in establishing rates for 
the services rendered by the hospital. 

In this country, for almost a century-and-a-half, 
charges to patients were on the basis of an all-inclu- 
sive rate. After a period of rating raises based on new 
available procedures, it was obvious the procedures were 
not being used equally by all patients, and an additional 
charge for special services was made. 

As a possible solution, emerging third party purchasers 
proposed a payment system based on cost, which was 
generally agreed to by hospitals. 

A cardinal principle of hospital economics is that the 
cost incurred by those who do not pay for the care they 
receive must be passed on to those who do. Thus, the 
established rate structure must cover not only the 
actual cost of rendering service to the specific patient, 
but an additional amount as well. 

Should a plus factor be added to the cost of each 
revenue producing department and the resulting figure 
serve as the basis for establishing rates? If this were 
done, it would seem to follow that this plus factor 
should be added to the costs for routine service in 
determining the charge to be made for such service. To 
prevent the long-stay patient from being unduly bur- 
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Officials of the Upper Midwest Hospital Conte 
ence, left to right: Jack L. Rogers, administrate, 
Sioux Valley Hospital, Sioux Falls, S.D., presiden 
Glen Taylor, Minneapolis, Minn., executive secre 
tary; and James A. Anderson, administrate 
Lutheran Hospital, Fort Dodge, la., presideni. 
elect. 


dened by this factor, it could be calculated so that jt 
would have a time limit. Thus, the room charge would 
be reduced after the maximum number of days had 
been exceeded. A flat admission or registration fee 
could be used to cover the plus factor. 

There are standby costs such as depreciation and prop- 
erty insurance which go on regardless of use of the 
facilities. Should these “readiness to serve” costs be 
borne only by those who use the facilities, or are they 
somewhat similar to the plus factor which should be 
borne by all? 

There are many preparations which must be made, and 
obstacles overcome before rates truly based on costs can 
be established. The task will be difficult and will require 
tedious work and seemingly endless negotiations and 
conferences. Nevertheless, I feel that such a rate struc- 
ture can and must be established if our voluntary system 
of hospitals is to continue with its relative freedom from 
govenmental control. —Harold Hinderer, Financial Man- 
agement Services of the Catholic Hospital Association 
of the United States and Canada, St. Louis, Mo. 


Exchange Transfusion Still 

Best Technic in Erythroblastosis 

Drugs in general, particularly sulfonamides, vitamin K, 
salicylates, and caffeine sodium benzoate, must be ad- 
ministered with great caution in the neonatal period 
because of their uncertain effect on the unstable red 
cells and the immature enzyme system of the newborn. 

Since indirect bilirubin appears to be the major factor 
with respect to the danger of kernicterus, it is probable 
that bilirubin levels in the newborn reported as direct 
or indirect, rather than total bilirubin, would serve as @ 
better indicator for prognosis and therapy. Enzymatic 
deficiency provides a sound explanation for instances of 
hemolytic disease of the newborn in the absence of 
maternal sensitization. 

From the standpoint of therapy, no suitable substitute 
for exchange transfusion with compatible blood by @ 
team of experienced operators has been proposed. Suit- 
able blood is readily available in almost every bl 
bank. With the increased use of procedures to detect 
maternal isosensitization before delivery, it is hoped 
that exchange transfusions will more frequentiy be af 
anticipated and planned procedure in the future instead 
of an unexpected emergency.—Francis J. Tenczat, 
M.D., Minneapolis (Minn.) War Memorial Blood Bank. 
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Southeastern Hospital Conference 


Southerners Express Concern for 


Nurse Shortage, Management Concepts 


The 24th annual assembly of the Southeastern Hospital 
Conference, which included concurrent meetings of the 
SHC anesthetists, dietitians, auxiliaries, pharmacists, 
and medical record librarians, recorded a total regis- 
tration of 1,747 members and guests in Memphis, Tenn., 
April 19-21. 

Installed as president was E. E. Cavaleri, Jr., ad- 
ministrator of “365” Crippled Children’s Clinic and 
Hospital, Birmingham, Ala., who succeeded Gene Kidd, 
administrator of Baptist Hospital, Nashville, Tenn. 
Selected as president-elect was Raymond C. Wilson, 
administrator, Southern Baptist Hospital, New Orleans, 
La. 

The assembly theme, “Fly Your Flag Now—Tomor- 
row is Too Late” was dramatized by a full afternoon 
session devoted to preserving the American way of life, 
and the voluntary hospital and health system. 

Topics presents abstracts from papers presented at 
the general session and the meeting devoted to manage- 


ment. 


Raymond C. Wilson, left, president-elect, and E. E. Cavaleri, Jr., pres- 
ident of the Southeastern Hospital Conference, discuss official business 
ct an assembly meeting. Mr. Wilson is administrator of the Baptist 
Hospital, New Orleans, La.; Mr. Cavaleri is administrator of the 365" 
Crippled Children's Clinic and Hospital, Birmingham, Ala. 


Preparing Personnel 


South Has Adequate Nursing Schools, 

Lacks Enough Students to Fill Them 

Most schools of nursing in other states admit seven per- 
cent of the state’s high school graduates; the schools in 
the South admit far less. At first glance, it might be 
assumed we need more schools; the fact is, the schools 
Wwe have are only 50 percent filled. 


July, 1961 


If long hours and worn out nurses are what the 
youngster looks at in her community, she will not choose 
nursing as a career. A typical 17-year-old is not only 
looking fer sound education, but she now has a counselor 
in high school who is directing her into sound programs. 
Certain policies in schools of nursing such as 40-hour 
week, 28 days vacation, 7 to 3, 3 to 11, and 11 to 7 hours, 
no time to study and the like, are clearly practices 
which relate to workers, not students. 

One diploma school in Alabama has instituted a new 
policy of granting the student nurse 14 weeks vacation 
the first and third years, 12 weeks the second year. The 
program is organized on the academic year to which 
most students are accustomed rather than the calendar 
year, as most diploma schools are. The success of this 
program will affect all schools in this area. Nursing is 
working with the appropriate authorities in this area in 
trying to improve schools to attract at least seven per- 
cent of the high school graduates.—Laurene Gilmore, 
R.N., assistant director, Nursing Education, Birmingham 
(Ala.) Baptist Hospital; president, Alabama Board of 
Nurse Examiners. 


New Concepts in Management 
Emphasize Need to Delegate Duties 


Often the excuse for poor management is “we're differ- 
ent—we’re a hospital and not like business.” The fact is, 
the manager must think in terms of functions rather 
than specific operations or methods. The specifics must 
be delegated to subordinates with the necessary author- 
ity and responsibility. Many administrators either are 
afraid, or don’t know how to delegate. 

Modern tools such as activity planning guides, per- 
formance or appraisal guides, salary administration 
plans, control reports and profits and statistical reports 
are not familiar to many administrators, and they dodge 
learning how to use them. 

We must learn to distinguish between facts, data, and 
opinion; analyze a problem; ask questions to obtain the 
desired results; do creative thinking; squeeze concepts 
out of concrete experience necessary to policy develop- 
ment; and evaluate one’s own logic as well as that of 
our associates.—Clifton Oliver, Jr., director, manage- 
ment center, Coliege of Business Administration, Uni- 
versity of Florida, Gainesville. 
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American Psychiatric Association 


APA Probes General Hospital 


Care, Vocational Preparation 


The American Psychiatric Association—the oldest na- 
tional medical association in the United States—held its 
117th annual meeting May 8-12, in Chicago. 

Following are selected abstracts from papers pre- 
sented at the meeting. 


Care of Psychiatric Patients in a General 
Hospital Without Special Facilities 


From 1954 to 1958 the number of community general 
hospitals in the U.S. accepting psychiatric patients in- 
ereased by 40 percent. By 1958 the number of psychia- 
tric admissions to community general hospitals was 
larger than the number of admissions to public mental 
hosp:tals. This paper reports the experience at a -small 
community general hospital of admitting and caring for 
psychiatric cases using the already-established facilities 
and being careful to avoid the establishment of separate 
facilities. 

Psychiatric patients were admitted to all floors and 
all patient accommodations within the hospital. These 
patients were in no way segregated. They shared multi- 
ple-room accommodations with medical and surgical 
cases. Nursing care was provided by floor-duty nurses. 

Experience over a three-year period demonstrates 
that a general hospital can admit, and successfully treat, 
a wide variety of psychiatric disorders using the facili- 
ties that ordinarily exist in general hospitals. 

As might be expected, problems and limitations arise 
in a program of this character. One of the more serious 
limitations is that there can be no suitable room any- 
where in the patients’ areas to conduct an hour of 
psychotherapy. It seems as if the designers of hospitals 
do not expect patients to have private conversations 
with their doctors. The second limitation is the fact 
that psychiatric patients by-and-large have well bodies 
and the bed is of secondary consideration. In a general 
hospital there is the problem of what should the patient 
do in the daytime. 

The advantage of this program is that it permits the 
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patient to be treated in the community where he re. 
sides. There may be more ready acceptance of hospital- 
ization by patient and family. Usually his health insur- 
ance plan provides some coverage for such care while 
the cost of care in a mental hospital may be excluded. 
It permits patients to have simultaneous psychiatric, 
medical, and surgical study. Lastly, it is of educational 
value to members of the staff, interns, residents, nurses, 
and student nurses.—Paul W. Dale, M.D., associate 
attending, and Harold S. Wright, M.C., director, depart- 
ment of psychiatry, Greenwich (Conn.) Hospital. 


Operation of a 

‘Crisis’ Ward 

This is a description of the first year of operation of a 
25-patient, open, voluntary-admission “crisis” ward in 
the psychiatric unit of the Los Angeles County General 
Hospital. The function of this ward is conceived as an 
intensive treatment program designed to help the pa- 
tient resolve more successfully, with increased mastery 
and self-esteem, the acute failure of adaptation which 
brought him to the admitting clinic of the psychiatric 
unit. 

Since the hospital already has three long-term treat- 
ment wards for adults and children, this new ward was 
conceived to effect the hospital-aided resolution of the 
patient's crisis within a period of a few days to a hoped 
for, but flexible, limit of three weeks. As part of @ 
gradual discharge program, the patient may live in the 
hospital for a time while working or seeking work. Afte 
discharge he may also return to the ward daily # 
intermittently for day-center treatment. 

The general program of the day is directed to making 
maximal the communication among patients and be 
tween patients and staff. The day is started by a ward 
meeting for an hour of all patients and sta‘!. Immedi- 
ately following, the patients divide into three smaller 
groups of about eight persons each for group psycho 
therapy. An individual psychotherapeutic s«ssion fot 
each patient occurs some time later in the day 
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Comparison with earlier methods of admitting volun- 
tary patients to locked, general-admission wards shows 
a very significant decrease in the number of voluntary 
patients now leaving the crisis ward for state hospitals. 
During the first year of operation, as average length of 
stay on the crisis ward increased from 4-7 days to 8-21 
days, the number of patients sent to state hospitals 
from the crisis ward dropped from 30 percent to less 


‘than 3 percent—Edward Stainbrook, M.D., professor 


and chairman, department of psychiatry, University of 
Southern California School of Medicine; George Mal- 
lory, M.D., and Richard Thomas, M.D., staff psychia- 
trists, Los Angeles County General Hospital. 


re-Vocational’ Preparation for 
Post-Hospitalized Patients 


The role of successful vocational functioning is com- 
pletely accepted as a measure of adequacy in our cul- 
ture. However, in a four-year study of some 450-500 
post-hospitalized patients who had been referred to the 
vocational consultant as constituting “vocational prob- 
lems,” it was found that (1) the productive capacity 
exceeded, by far, previous estimates: almost one-half of 
the patients were deemed capable of economic pro- 
ductivity, and the predictability for subsequent voca- 
tional adjustment was found to be better than 80 per- 
cent accurate; and (2) contrary to many previously- 
utilized criteria, the major determinants for success or 
failure of vocational adjustment were the motivation 
of the patient, his ability to translate thought into 
action, and, above all, his readiness to participate in 
both vocational planning and implementation of the plan. 

These findings indicate that in the community, voca- 
tional problems of the post-hospitalized mental patient 
were compounded from not only the factors in his ill- 
ness but also from the general lack of preparation to 
meet the requirements for competitive employment 
and economic participation.—Gerald Kissin, M.A., direc- 
tor of rehabilitation, Mental Health Association, Nassau 
County, New York; Donald M. Carmichael, M.D., di- 
rector, New York City Aftercare Clinics, New York 
State Department of Mental Hygiene. 


An Urban Population’s Opinion 
Of the Mentally Ill 


It has long been believed that the definition of mental 
illness used by the lay public is much narrower than 
that employed by professional mental health people. The 
public is presumed to use a different set of criteria of 
mental illness and to restrict the label “mentally ill” 
to those who have been hospitalized. 

This hypothesis—which has been supported by sever- 
al studies -is important in current sociological explan- 
ations of popular attitudes toward the mentally ill; 
attitudes which have been summarized as a sequence 
of “denial, isolation, and rejection.” 

Using some of the same questions that had been used 
” previous studies, the authors directed the inter- 
viewing of a probability sample of the Baltimore City 
Population In spite of the fact that this was a low- 
meome, poorly-educated population—presumed to be 
less knowledgeable and sophisticated than most—our 


results differed significantly from those of previous 
Studies. 
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We found that 84 percent were able to identify two 
out of three “case stories” as mentally ill. Fifty percent 
could imagine themselves falling in love with someone 
who had been mentally ill, and 81 percent would not 
hesitate to work with someone who had been mentally 
ill. The majority of the sample—contrary to the concept 
of “isolation’”—felt that where possible one should care 
for mentally-ill family members at home. 

Three alternative hypotheses may be offered for this 
seeming contradiction in results: (1) it is possible that 
educational materials in mental hygiene do indeed 
produce changes in popular attitudes; (2) the alleged 
stigma attached to mental illness has been overstated or 
is concentrated in selected segments of the population; 
and (3) popular attitudes toward the mentally ill are 
much like those toward victims of other illnesses, and 
except in special cases are not part of the sociology of 
deviant behavior—Paul V. Lemkau, professor, and 
Guido M. Crocetti, B.S., assistant professor of public 
health administration, Division of Mental Hygiene, The 
Johns Hopkins University School of Hygiene and Pub- 
lic Health, Baltimore, Md. 


Student Volunteer Movement 
And the Manpower Shortage 


One of the greatest problems facing psychiatry today 
is the manpower shortage. Since in the foreseeable fu- 
ture it is not likely that this shortage can be made up 
by an increase in trained professionals, it behooves us 
to exploit the two existing major potential pools of 
available manpower—the citizen volunteers, and the 
patients themselves. 

Initiated seven years ago, the student volunteer pro- 
gram at Metropolitan State Hospital, Waltham, Mass., 
has provided each year upwards of 200 student volun- 
teers who work on the wards of the adult unit as 
auxiliary occupational therapists, recreation and activity 
personnel; with the children and adolescents as group 
workers in a variety of activities; and as case aides to 
individual patients, under close direction of a social 
worker. 

Although first developed by undergraduates from 
Harvard and Radcliffe, the program has since expanded 
to include at least nine universities and colleges in the 
Boston area. Thus far, well over 1,500 students have 
participated with important consequences in at least 
three areas: (1) service to patients—morale and ther- 
apeutic zeal have been stimulated for patients and the 
whole hospital; (2) maturation of students—besides a 
learning situation, this experience has been a critical 
factor in career choices of many; and (3) hospital- 
community relationships—since inception of the pro- 
gram, similar efforts have been generated in other 
states. In addition, students have recently established a 
halfway transitional cooperative house, in which under- 
graduates and ex-patients share life tegether. 

The undergraduate volunteer experience would seem 
to be an admirable way to train our future leaders to a 
realistic understanding of the problems of mental health 
——Milton Greenblatt, M.D., assistant superintendent and 
director of research and laboratories, Massachusetts 
Mental Health Center, Boston; and David Kantor, 
M.S.W., director, College Volunteer Study Project, 
Cambridge, Mass. 
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How is the Blue Cross Agreement with Catholic 
Hospitals in Philadelphia Working Out? 


By Dennis J. J. McGee* 


In the fall of 1959, eight Catholic hospitals in the Phila- 
delphia area announced that they would terminate their 
contractual relationship with the Associated Hospital 
Service of Philadelphia (Blue Cross) as of midnight 
December 31, 1959. 

The decision came after 18 months of analysis of the 
new Blue Cross contract and its effect on them. These 
hospitals wanted a contract based on hospital charges or 
billings. The Philadelphia Blue Cross stated two prin- 
cipal reasons for opposing this sort of contract: (1) that 
charges in hospitals varied too widely to provide a 
constant base of reference, and (2) that the Pennsyl- 
vania insurance commissioner would not permit a Blue 
Cross plan in the state to pay charges. 

The Catholic hospitals also objected to administrative 
and contractual methods adopted by the Philadelphia 
Blue Cross. Their complaints, described in an article in 


When eight Catholic hospitals gave notice of termi- 
nation of their contract with Philadelphia Blue Cross, 
they did so after an 18-month period during which 
negotiations were under way between the Hospital 
Council of Greater Philadelphia and Blue Cross. The 
five-man team of negotiators appointed by the council 
represented 45 hospitals which had a Blue Cross con- 
tract known as the “A” contract, which provided pay- 
ment for services rendered to subscribers on the basis 
of rates agreed upon in advance. 

Some 40 other hospitals had the “B” contract, which 
contained an optional clause making it convertible to a 
cost-payment method at the end of the first year. 

Hospitals under the “A” contract had the option of 
choosing the “B” contract, but they refused, mainly on 
the grounds that the so-called cost-reimbursement 
formula appeared to be more of an attempt to usurp 


*President, McGee & Co.; consultant on employee benefit plans. A 
member of the board of directors of the Delaware Valley Hospital 
Council and the board of trustees of Misericordia Hospital, Phila- 
delphia, Mr. McGee is a negotiator for the Delaware Valley Hospital 
Council and the Catholic Hospital Association of Philadelphia. 
**“Blue Cross: Controversy in Philadelphia. I. The Reimbursement 
Formula; II. Why Eight Catholic Hospitals Have Withdrawn.” Hos- 
PITAL Topics, August, 1960, pp. 37-40. 
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the August, 1960 issue of Hospitat Topics,** dealt with 
the verification procedure, review procedures of the 
Physicians’ Review Board, late payments, amount ¢ 
payment for outpatient services, complicated nature o/ 
Blue Cross contracts, discounts to Blue Cross, co- 
insurance, and regulations for hospital extension of care 
to subscribers following a hospital’s termination of its 
Blue Cross contract. 

The dispute between these hospitals and Blue Cross 
ended on September 16, 1960, when the hospitals signed 
a new contract which incorporated many of the prin- 
ciples they called essential when they announced their 
withdrawal. 

How is the contract working out? Dennis J. J 
McGee, head of the negotiating committee appointed 
by the hospitals, answers that question in this sequel 
to the 1960 article. 


administrative control of the hospital rather than a 
attempt to reimburse the hospital’s full costs for services 
allowed to subscribers under the terms of the contract. 
At a meeting in November, 1959, the 45 hospitals in- 
dicated a strong preference for a reimbursement for 
mula based on billings rather than on costs. They ob- 
jected that hospitals were economically handicapped it 
their efforts to provide better facilities and medicd 
care because of the high discount written into the 
reimbursement formula. The discount averaged about 
20 percent of the standard charges of the hospital fo 
services rendered to each patient. 
A detailed study of Blue Cross admissions to 10 a 
the 45 hospitals substantiated this discount. Approx 
mately 25,000 bills of Blue Cross patients during a S& 
month period were analyzed by a team of actuaries, stal- 
isticians, accountants, and administrators who worked 
closely with the negotiating committee. The stud) 
showed that the average discount from billings give" 
to Blue Cross patient subscribers amounted to approx 
imately 19 percent. This was not, however, 2 uniform 
discount; the lowest was 11 percent in one hospital, and 
the highest was 25 percent in two of the 10 studied. 
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The dollar value placed upon this discount factor by 
the eight Catholic hospitals was approximately $1,700,- 
000 for a 12-month period. Four of the eight hospitals 
were included in the study. 

As a result of that November meeting, 29 of the 45 
hospitals, including the eight Catholic hospitals, agreed 
in writing not to extend the “A” contract beyond 
December 31, 1959, unless a billings type of reimburse- 
ment formula was agreed upon with Blue Cross. Letters 
to this effect were sent to the negotiating committee. 

However, on January 1, 1960, the eight Catholic 
hospitals were the only ones which did not grant 
further extensions. Thus, they became non-member 
hospitals. 

A clause in the contract stipulated, however, that for 
a 90-day period after notice of termination they still 
had to accept Blue Cross subscriber patients under the 
provisions of the “A” contract. Furthermore, during 
the 12-month period immediately following December 
31, 1959, the hospitals had to provide service if it were 
within the contract year of the subscriber. One-twelfth 
of all Blue Cross subscribers did drop monthly. 

On April 1, 1960, at the end of the 90-day period, 
the non-member status became operative. Thereafter, 
as a subscriber whose policy year had terminated en- 
tered one of these hospitals, he was paid on the basis 
of non-member benefits, which amounted to $30 for 
the first day and $15 subsequently. The patient then 
had to make up the balance of the bill out of his own 
pocket, despite the fact that he still paid the same 
premium to Blue Cross. 

The Catholic hospitals of Philadelphia wholly support 
and subscribe to the third-party-payor concept. They 
support voluntary health insurance and believe that it is 
a necessity in budget-conscious America today. Their 
objection, in this dispute, was not to the principle of 
the third-party payor, but rather to the method of re- 
imbursement, and then not primarily to the economics 
of the reimbursement formula, but to the attempt 
through the reimbursement method to usurp adminis- 


Members of the negotiating committee which repre- 
sented the Catholic hospitals are shown at Nazareth 
Hospital (one of the eight dissenting hospitals) at 
the time Blue Cross “C” contract was formalized 
and accepted by the hospitals. Seated: Frank H. 
Abbott (I.), experienced in the field of labor law, 
general counsel for the committee; and Dennis J. J. 
McGee, general chairman. Standing (I. to r.): Robert 
A. O'Connell, C.P.A., accountant on the committee; 
the Rev. Dennis J. Comey, director, school of indus- 
trial relations, St. Joseph's College, Philadelphia, 
negotiations consultant; and the Rt. Rev. Msgr. 
Thomas J. Rilley, director of Catholic charities, 
Archdiocese of Philadelphia, named to the com- 


mittee by John Cardinal O'Hara as his liaison 
representative, 
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trative control through auditing, so-called cost controls, 
and other procedural controls which infringed directly 
upon the prerogative of the governing boards and ad- 
ministrators. 

It was and is the belief of these eight hospitals that 
their uniform schedule of maximum charges gives a 
constant rather than a variable to the purchasers of 
service, so that they can gear actuarially in advance 
their cost of purchasing these services. True, the hospi- 
tals may suffer financial hardship in a contract period 
when costs skyrocket—and they will increase. However, 
as was stated earlier, the primary purpose of the with- 
drawal and subsequent negotiation was not one of 
economics. 

The “C” contract gives to the hospitals freedom of 
operation and freedom from outside third-party inter- 
ference, and permits them to concentrate upon provid- 
ing modern facilities for patients and doctors. 

Hospitals costs are increasing. The public demands 
the exceptionally fine medical care which the modern 
hospital can provide, but too often it is unwilling to 
pay what the best actually costs. It is neither fair nor 
logical to expect the hospital to render the numerous 
additional services, now available through the rapid 
advances in diagnostic and therapeutic facilities, at less 
than actual cost. 

These expanded services, together with the reduction 
in the standard hours of the work week, necessitate ad- 
ditional skilled personnel. Wages, which for many years 
were notoriously substandard, have been increased con- 
siderably. Supplies must be purchased in spite of costs 
in an inflationary market. 

Combined with all these factors is the ever-increas- 
ing demand for hospital service, which has been given 
added stimulus by insurance coverage, and the virtual 
elimination of endowments and bequests as a source of 
financial assistance to hospitals. Therefore, the hospital 
must look to the patients for the full cost of the care 
rendered to them. 

(Continued on next page) 
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Sister Mary Salvatore, administrator, Nazareth Hospital, 
presents certificate to the author (r.) on behalf of all of the 
Catholic hospitals, for outstanding service rendered. In center 
is the Rt. Rev. Msgr. Thomas J. Rilley, who was liaison for 
Cardinal O'Hara on the committee. 


Many of the factors increasing costs are beyond the 
direct control of the doctors and the hospital. However, 
the friction resulting from these costs can and should be 
controlled and eliminated through a clear understand- 
ing of all the implications involved. 

Citizens must be educated about the aims, needs, 
and goals of hospitals through a sound public relations 
program stressing the contributions made by all the 
many levels of hospital personnel, by the medical staff, 
and the board of trustees, toward the hospital’s main 
goal: to provide better medical care and treatment that 
will prolong the usefulness of their lives, and in many 
instances the lives themselves. 

The hospital collected the full amount from the pa- 
tient, who in turn was reimbursed on the basis of non- 
member benefits upon submission of the hospital’s state- 
ment at the Blue Cross office. Thus the subscriber suf- 
fered not only an extra financial burden, but also the 
inconvenience of having to appear at the Blue Cross of- 
fice to collect the limiced reimbursement allowed. 

From April until September, 1960, when a new con- 
tract was signed, the Catholic hospitals were in a true 
non-member status. What effect did this have on cen- 
sus? What was the attitude of the medical staff? What 
action did labor unions take? Did the hospitals suffer 
financial hardship? Were bills paid by the patients? 
The answers to these questions have been of para- 
mount interest to the public. 

An amazing fact was revealed as a result of the dis- 
pute: A majority of the patients, doctors, general pub- 
lic, and hospital and Blue Cross personnel did not un- 
derstand the terms of the Blue Cross contract. This in 
itself created hardships and additional administrative 
work. 

The census in the eight hospitals during this non- 
member period did not have a uniform pattern. Three 
of the hospitals had a higher census during this period 
than in comparable months of preceding years. Two 
hospitals, open less than one year, had a low census. 
The census in the other hospitals was below average, 
but not drastically below. 

Despite the low census, the hospitals were collecting 
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100 cents per dollar on their bills. Their financia] Dic. 
ture consequently was not altered too much. The ip. 
come of hospitals with higher census was higher than jt 
had been in comparable past periods. Those with cep. 
sus slightly below normal had higher income. However, 
it must be borne in mind that the primary reason fo; 
withdrawal was one of economics. 

The medical staff in the majority of the hospitals 
gave wholehearted support to the cause for which the 
hospitals were fighting. True, there were some doctors 
who did not agree with the principles. Some were hur 
financially, and said nothing; others were hurt and 
made it known. Members of the staffs of the hospitals 
which were less than a year old were drastically hurt. 
and yet, despite this, a goodly number supported what 
was being done. 

Labor was outspoken. Unions, as such, did not enter 
into negotiations or attempt to settle the dispute. They 
did, however, raise questions as to why their members 
who were paying a uniform premium were not getting 
uniform benefits. Their quarrel was not with the hos- 
pitals, but with Blue Cross. Joseph Kelley, head of the 
CIO in Philadelphia and a board member of Blue 
Cross, publicly criticized this practice of lower bene- 
fits in non-member hospitals. In the vast majority of 
cases, patients did pay the difference between the non- 
member allowance given by Blue Cross and the amount 
of the bill. One hospital reported losses from collections 
ran less than one percent of the bill rendered a patient. 

In other hospitals, some difficulties arose, but in the 
majority of cases they were overcome, and the bills 
were paid. In many instances it was discovered that 
patients had more than one insurance policy. An as- 
signment of benefits from other carriers became more 
common. 

After almost six months on a non-member basis, on 
September 16, 1960, the eight Catholic hospitals signed 
a new Blue Cross contract which subsequently became 
known as the “C” contract. Under its terms, the Catho- 
lic hospitals obtained the principles for which they had 
withdrawn. 

They are no longer co-insurers of the. benefits pro- 
vided by Blue Cross to its subscribers; they are not 
subject to audits by Blue Cross (each of the hospitals 
has its own C.P.A. who makes audits and submits them 
periodically to the boards). They are no longer liable 
for payments disallowed by the Physicians’ Review 
Board after a patient has been discharged, other than 
to attempt through normal collection channels to obtain 
reimbursement. 

The delayed-payment feature of the reimbursement 
contract has been eliminated. The hospitals are paid 
on the basis of their billings, and do not have a costing 
formula. The governing board of each hosjita! has full 
management of the institution. 

However, the eight hospitals are still granting dis- 
counts to Blue Cross. 

Major provisions of the new contract deal with: 


a. Discounts 

Discounts are still granted the Blue Cross subscrib- 
ers, although they are not known as that. The hospitals 
receive a maximum of $24 per patient day for inpatient 
care, based upon a uniform schedule of charges in effect 
in the eight hospitals. In addition to the $24 from Blue 
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Cross, the hospitals receive from their patient-subscrib- 
ers an average of approximately $4.50 per patient-day 
for services not covered under the subscribers agree- 
ment. This total does not cover the full bill, so that the 
difference between the two is the discount given. 

From the patient we collect full billings for those 
services not covered by Blue Cross. This, in two hospi- 
tals, represented an increase of 25 percent over what 
had been paid under the “A” contract. In one hospital it 
represented less than 10 percent. However, it must be 
kept in mind that now all eight hospitals are paid the 
same amount for identical services. 


b. Method of payment 

The method of payment is based on a draft system. 
Blue Cross has set aside in a bank of its own choice 
moneys on which each of the hospitals draws upon the 
discharge of a Blue Cross patient-subscriber at the rate 
of $24 per day for each day of hospitalization. The hospi- 
tals are reimbursed up to $10.10 per visit for accident 
and minor surgical outpatient cases. 

There are semimonthly adjustments made by Blue 
Cross in the event that a hospital has not drawn suf- 
ficient moneys on its daily drafts. Contrariwise, if the 
drafts drawn are greater than the amount payable, the 
hospitals must reimburse Blue Cross. On December 
31, 1961, at the end of the present contract, there will 
be a final adjustment. 

This system is working out very well. The hospitals 
and Blue Cross both appear to be satisfied. The hospi- 
tals are reimbursed immediately; Blue Cross is given a 
copy of the draft, together with the substantiating pa- 
pers to support the payment. 

The uniqueness of this system created some adminis- 
trative problems at its inception, most of which have 
been overcome. 


c. Review of cases 

The hospitals had objected to the review procedures 
of the Physicians’ Review Board, which studied cases 
after the patient had been discharged. 

Under the “A” contract, if it was found that an er- 
roneous approval for admittance had been given by 
Blue Cross and that in reality the services rendered 
were not covered under the patient’s subscriber agree- 
ment, the hospital was required to get in touch with 
the patient and obtain reimbursement. In the mean- 
time, Blue Cross deducted the amount of the bill from 
the next remittance to the hospital. If the hospital did 
not collect from the patient, it suffered the loss. The 
hegotiators contended that this was not the hospital’s 
problem. 

Under the new contract the Catholic hospitals agreed 
to co-operate with Blue Cross and attempt to obtain 
payment through normal collection channels. If such ef- 
forts are unsuccessful, Blue Cross has agreed to pay 
the case according to the provisions of the contract. 


d. Uniform schedule of maximum charges 

The eight hospitals worked jointly for approximately 
nine months in drafting a uniform schedule of maxi- 
mum charges for identical services in each of the hospi- 
tals. This schedule, which became effective April 1, 
1960, sets forth the full cost of operating a hospital. 
The same charges are made for these services for full- 


July, 196) 


pay patients or Blue Cross patients, for other third- 
party-insurer patients, or free patients. 

The hospitals have three classes of services available: 
ward, semiprivate, and private. The Blue Cross con- 
tract covers semiprivate services. The hospitals are to 
provide to a Blue Cross subscriber the lowest-cost semi- 
private room available. The contract does not cover 
ward services, nor does it cover private services on 
the same basis. When a private room is selected, the 
hospital collects from the patient the difference between 
what Blue Cross allows and the hospital’s billings. 

The uniform schedule of services negated the argu- 
ment that billings varied to a considerable degree from 
hospital to hospital. It has worked extremely well to the 
satisfaction of all administrators in the first year. Ad- 
justments will have to be made. Eventually, we believe 
it will form a pattern for others to follow. 

It should be emphasized that different room and 
board rates prevail for the three types of service, but 
the same charges for auxiliary services apply to all 
patients. 


e. Term of contract 

This contract shall remain in effect up to and includ- 
ing December 31, 1961. Prior to October 1, representa- 
tives of the hospitals and Blue Cross will begin discus- 
sions on an extension and modification of the contract 
beyond the expiration date. If agreement on an ex- 
tension is reached by December 1, the contract will be 
extended with such modifications as were agreed upon 
and with a provision that it may be terminated prior 
to its new expiration date by the hospitals on 15 days’ 
notice and by Blue Cross on three months’ notice. 

If agreement on an extension is not reached by De- 
cember 1, the contract will automatically expire at mid- 
night December 31, without further action by the hospi- 
tals or Blue Cross. 

Thus there will be analysis of the “C” contract this 
fall, and both sides will have an opportunity to express 
their likes and dislikes. 


HOSPITAL 
ADMISSIONS 


. any identifying marks or characteristics?” 


Goes Calling 


. . on Administrator Max Gerfen, 


Sequoia Hospital, 


Redwood City, Calif. 


Sequoia Hospital, Redwood City, Calif., on the San 
Francisco Peninsula, is known as a “happy house,” says 
administrator Max Gerfen. That the atmosphere must 
be congenial seems to be amply demonstrated by the 
fact that after 11 years of operation the hospital still has 
the same administrator and two of the department 
heads who were there at opening time. Furthermore, 
though laundry personnel is a group subject to rapid 
turnover in many hospitals, six of the eight or 10 
original laundry employees are still there. And there 
are many employees throughout the hospital with five 
years or more of service. 

There are many possible reasons for this low turn- 
over rate. One is that the administrator is a firm 
believer in delegating much responsibility and authority 
to his department heads. 

“Some hospitals this size (348 beds, 32 bassinets) 
would have two or three assistant administrators,” Mr. 
Gerfen pointed out to the Topics reporter as they sat 
in his handsome office overlooking the city. “I have one. 
But I believe in giving a great deal of responsibility to 
department heads, and the authority that must go with 
it. I meet with them often; there is a regular weekly 
conference with key department heads. For example, I 
met with the purchasing agent this morning to discuss 
weekly needs, and tomorrow morning I'll meet with the 
personnel director.” 


Department heads are expected to play an important 
part in budget planning. In mid-February they receive 
a memorandum asking them to prepare a_ personnel 
budget for the year beginning July 1, and to submit 
their requests to the administrator’s office by March 31, 
They are given as a guide a statistical report based on 
the projected maximum census for the coming year. If 
they need assistance in budget preparation, they can 
get it from the administrator, the business manager, or 
the assistant administrator. 

The budget for equipment, supplies, and materials is 
prepared by the purchasing agent and the _ business 
manager. Department heads are asked to submit re- 
quests for any specific items by the same March 31 
deadline. Requests are reviewed by these two persons 
and the administrator. Two members of the board of 
trustees and the administrator meet as a committee to 
review requests before they are presented to the five- 
member board, and the committee’s approval usually is 
tantamount to board approval. 

There are also economic reasons for long tenure of 
personnel. The hospital pays well; for example, the 
beginning scale for nursing personnel is about $20 a 
month higher than it is in San Francisco. The hospital 
has a pension plan, in which 200 of approximately 650 
employees participate. (An employee is not eligible to 
participate until he has been on the staff for three 


Administrator Gerfen is shown with the 
two department heads, who, like him, 
have been with the hospital since its 
opening in October, 1950: Mrs. Virginia 
Mekeal (I.), chief medical records librar- 
ian, and Mrs. Mary Hogan, director of 
nursing services. 
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New personnel, as part of their orienta- 
tion in their first day on the job, are 
brought into Mr. Gerfen's office so that 
he may be introduced to each one per- 
sonally. The orientation program is under 
the supervision of Gretchen Smithey, 
inservice education co-ordinator. Her job 
was set up about a year ago. In addition 
to orienting all personnel, she will even- 
tually take over classes on preparation 
for childbirth. L. to r.: Miss Smithey; 
Bennie Smith, orderly; Myrtle Robinson, 
LV.N.; Dherese Du Free and Ila Ander- 
son, aides; Mary Maguire and Kathleen 
Sanches, registered nurses; and Mr. 
Gerfen. 


years.) There is a comprehensive medical insurance 
plan for employees which includes drugs and house 
calls by physicians. 

‘T believe it’s wrong to expect hospital personnel to 
work for low salaries,” Mr. Gerfen said. “They deserve 
to make a decent living. Furthermore, we have found 
that by paying more we have been able to keep our 
turnover rate down—and we know turnover is costly.” 

Administrators in the Bay area are used to having 
unions in their hospitals. Sequoia’s relationships with 
the unions have been amicable, on the whole. 

“Demands have not been unreasonable,” Mr. Gerfen 
commented. “The unions are aware of the hospital’s 
problems in controlling costs; on the other hand, they 
must represent their members’ interests. There must be 
give-and-take in negotiations.” 

A major factor in better union understanding of 
hospital problems, Mr. Gerfen believes, is the presence 
of a union member on the board of trustees. This 
teamster official, because of his intimate knowledge 
of the hospitals’ operation, can explain to his own 
union and others why excessive wage demands are 
likely to contribute to an increase in charges to pa- 
tients. 

Despite its good salaries and its employee benefits 
program, Sequoia Hospital, through good management, 
has been able to keep its daily service rates lower than 
those of other hospitals in the Peninsula area. As a 
district hospital, Sequoia has two sets of rates—one for 
residents of the district and one for non-residents, who 
pay several dollars more per day than residents. Its 
rates for residerts are the lowest rates in the Peninsula 
hospitals; its non-resident rates are third-lowest. (Resi- 
dent rates are $18 for ward accommodations, $21 for a 
semiprivate room, and $27 for a private room. Top rates 
in the area are approximately $26, $30, and $42 for 
these accommodations, respectively.) 

When Mr. Gerfen called Sequoia Hospital a “happy 
house,” he meant also that the hospital has a congenial 
relationship with the community which it serves. From 
the beginning it has been a true community project. 
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“In the files of the Redwood City Tribune is a yellow- 
ing article dated November 8, 1938,’ Mr. Gerfen re- 
called. “Small Hospital Seen as Self-Supporting” reads 
the headline, and the story tells of a meeting of five 
women, all auxiliary members for other area hospitals. 
They decided at that meeting that a hospital was 
feasible and necessary for Redwood City, and their 
study showed that a 65-bed hospital would be needed 
to serve the city alone. 

“But, they noted, if the institution were to serve the 
Sequoia Union High School District, with a 30,000 
population, encompassing parts of six other adjoining 
communities, a 90- to 150-bed hospital was needed. 

“Some sort of hospital had to be built, and right away, 
community leaders agreed. Residents had to use Palo 
Alto Hospital six miles to the south or Mills Hospital 10 
miles to the north. Furthermore, the Peninsula was 
beginning to show signs of the population explosion 
that was to follow Werld War II. 

“The war, however, froze all plans for the new 
hospital, and nothing was done about it until 1944, with 
the war’s end in sight. Then the Redwood City Chamber 
of Commerce set the issue in motion again by appealing 
to the city council for a new survey on costs. 

“Chicago’s Dr. T. R. Ponton, called upon to survey 
the situation, recommended a 150-bed unit, with up to 
75 beds to be built as soon as possible. 

“On the basis of a new state hospital district law, a 
study committee recommended the hospital district 
plan, with bonding and taxing powers not to exceed 20 
cents on $100 of assessed valuation for operations, plus 
bonds and interest taxes. A 150-bed hospital was to be 
built in stages, with facilities for 100 beds to be erected 
first. Basic design was to allow for eventual enlarge 
ment to a 500-bed general hospital. 

“The voters gave overwhelming approval to the plan 
on November 5, 1946. A $1,500,000 bond issue was ap- 
proved June 6, 1947, by a fantastic 13-1 margin, and 
soon afterward a 12-acre site was located. Owners of 
the land, in the foothills just west of Redwood City, had 
been about to subdivide it for home development, but 
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they offered it to the hospital district at cost as a civic 
gesture. 

“Still having no cash on hand, however, the newly 
appointed hospital district board was unable to take 
advantage of the generous offer. But a longtime resident 
and former mayor, Henry A. Beeger, quietly bought 
the tract, holding it in trust for the proposed hospital. 
Mrs. Beeger, incidentally, was one of the five women 
who first envisioned the hospital and more recently has 
served on the board, of which she presently is vice- 
president. 

“When the bids were opened they were far above the 
amount available. So on February 8, 1949, another bond 
issue was put before the voters, this time for an extra 
$600,000. Once again the voters came through hand- 
somely, with an 8-1 endorsement. Construction started 
the very next day.” 

More industries came to the area, and the population 
increased rapidly. Less than two years after the facility 
opened in October, 1950, another study had to be 
conducted. During the second fiscal year, records 
showed, more than 500 patients were cared for in 
hallways. The immediate result of the impartial study 
was another bond issue in September, 1952, for $985,000 
to build a 102-bed wing. The voters once more ap- 
proved, 5-1. 

The population boom continued. Late in 1956 another 
bond issue was passed—this one for $2,925,000, to 
build a 140-bed north wing. This wing, dedicated in 
May, 1960, made Sequoia Hospital one of the largest 
between Los Angeles and San Francisco. There were 
348 beds—where 10 years before there had been none. 

The hospital staff, aware of and grateful for its 
support by the community, has striven continually to 
improve the efficiency of its operation. As a result, the 
maintenance and operation tax was eliminated nine 
years ago. 

The newest wing included space for eventual ex- 


pansion of the x-ray department. At the time the build. 
ing was erected, expansion was nowhere in sight, no; 
were funds to finance it. Board president Hugh C. Rile 
announced a $542,000 capital improvements tax project 
to be financed by a one-year property tax assessmen; 
of 20 cents per $100. A recovery room also was included 
in the work. 

“This cost was absorbed easily, as was the cost of 
the equipment itself in the current budget,” Mr. Gerfen 
declared. “This year the capital improvements levy jg 
down from 20 to five cents. Bond interest and principal 
is off another penny. That nickel tax will finance mog 
of the $187,000 in capital improvements this year, with 
other funds filling out the total. 

“This kind of attitude on the part of the hospital 
board is reflected in the staff. At Sequoia the patient 
is never regarded as a sort of inanimate object, merely 
incidental to the hospital’s operation. Perhaps for this 
reason many patients from outside the area prefer 
Sequoia, even with the non-resident surcharge, to their 
own area hospitals.” 

Semiprivate rooms have television outlets and tele- 
phones, and in the newest wing the four-bed wards 
have a window view for each bed—overlooking the 
beautiful South Bay or the wooded hills of San Carlos, 

Also in the new wing are a pneumatic tube room to 
send small medical supplies to the nursing stations, an 
emergency disaster room complete with cots and sup- 
plies, a new laboratory and whirlpool room with hy- 
draulic lift, a central supply department, a maintenance 
shop, smogless incinerator, test-animal storage, laundry, 
and kitchen. 

There is a meditation room designed by the Redwood 
City Ministerial Association. This is used by the differ- 
ent faiths for baptisms, final rites, private consultation 
or meditation, and even for Masses and other services 
for nuns. The program was started by a group 
Catholic, Protestant, and Jewish chaplains who visit 


From 10,000 to 11,000 tests a month 
are done in the busy clinical laboratory: 
Approximately 500 tissue examinations 
are made. Outpatient work constitutes 
about 50 percent of the department's 
work load. The laboratory offers pickup 
and delivery service to doctors’ offices o! 
10 a.m. and 4 p.m. daily. If samples or 
in by noon, results are usually available 
by 4 p.m. Shown at work are Sally De 
Armand, technologist; Jean Lawrence, 
supervisor of hematology; and Andrew 
Stoliar, technologist. 
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Central supply department in hospital's 
newest wing features attractive, function- 
al built-in shelves for storage. Above: 
Mrs. Wilma Bright, L.V.N., central sup- 
ply supervisor, takes glove packet from 
dispensing slot. In addition to keeping 
gloves in neat stacks, slots assure that 
gloves which were sterilized first are 
used first. 


daily with patients. Each church in the association has 
a chaplain who reaches about 400 patients a month. 

In its first 10 years, Sequoia served 107,071 patients, 
handled 47,292 operations and 73,580 emergency cases. 
Some 16,624 babies were born. Average occupancy is 
about 70 percent. The average patient stay is down to 
4.7 days. 

Additional evidence of community support of the 
hospital is the flourishing program of the Sequoia 
hospital auxiliary and junior auxiliary, or Candy- 
Stripers. 

The auxiliary staffs the information desk and gift 
shop, operates the gift and book carts on their daily 
rounds, runs a guide service, and holds an annual 
bazaar. Over the years it has donated to the hospital 
a mini-film machine, furniture for the nurses’ lounge, 
an incubator, a Bennett machine, pediatric furnishings, 
ice-makers, an otoscope, TV equipment, and thousands 
of dollars worth of other equipment. It donated all 
equipment except the beds for the intensive-care sec- 
tion, and it recently bought $5,000 worth of operating- 
room equipment. 

Auxiliary members are now planning to redecorate 
the alcove and waiting room on the main floor. 

The medical staff has an effective self-policing system. 
Each of the 10 departments elects its own chief for a 
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John North, oxygen-orthopedic technician 
in the central supply department, keeps 
track of equipment on this board. He 
lists numbers of rooms to which equip- 
ment is sent. 


year, rotating the assignment. All doctors on the staff 
are named to one or more departments. The depart- 
ment head is responsible for the management of his 
particular service. Monthly meetings are held. 

There is an executive committee made up of four 
staff officers, the administrator, and two members 
selected at large from the staff. The staff also elects a 
chief each year to act as liaison between the medical 
staff and the administration. He is automatically chair- 
man of the executive committee. 

The Sequoia Hospital Symposium, now four years old, 
is a one-day annual program on recent developments in 
a specific aspect of medical practice. The symposium is 
presented by the Merck, Sharp & Dohme postgraduate 
program in cooperation with the Sequoia Hospital med- 
ical staff and local associations such as the heart and 
cancer societies, depending on the topic featured. Prom- 
inent speakers from throughout the nation are brought 
to Redwood City for this program. 

Hospital personnel, medical staff, and citizens of the 
community are proud of the fact that not one cent of 
federal or state money has been used. The local people 
have paid for their hospital through bonds and local 
taxes. Sequoia Hospital, as the Redwood City Tribune 
said in a headline several years ago, is truly a local 
success story. 
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Cornmunity Planning for Hospitals Second in a series 


The Concept of Need for Medical}Ser 


In the first article of this series on community planning 
for hospitals (Hosprrat Topics, May, 1961), it was point- 
ed out that “need” for medical care is a medical con- 
cept; that as such it is but one element (though the 
major one) in the creation of “effective demand” for 
care; and that its problems are both qualitative and 
quantitative. This article will be devoted to a discussion 
of the concepts behind the answers to some of the ques- 
tions raised at that time. 

“Need” for medical care has been defined as “that ley- 
el of service required for good health care.” It is not 
co-equal with the need for hospital beds, nor with the 
need for hospital beds plus other medical facilities. It is 
what the community requires in the way of people, serv- 
ices, and facilities under conditions of effective and ap- 
propriate use of preventive, curative, and rehabilitative 
medical services. 

Estimates of need must therefore be based on deter- 
mination by qualified professional personnel of both 
manifest and nonmanifest disease, and can be expressed 
in terms of personnel, services, and facilities. 

One way to determine the extent of disease in a given 
population is to survey that population, ordinarily using 
a properly chosen sample rather than the total popula- 
tion. These surveys may be limited to interviews with 
the individual or a member of the household. 

Obviously, in a survey to discover all illness, much 
nonmanifest (incipient and latent) would be missed in 
this way. Examples are diabetes mellitus, tuberculosis, 
and syphilis. Moreover, subjective elements are almost 
always present in the reporting of illness, and the con- 
cept of what constitutes sickness varies not only with 


*Staff consultant, Hospital Council of Greater New York, and _ as- 


' sistant clinical professor, department of preventive medicine, New 


York Medical College. 
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By Sigmund L. Friedman, M.D.’ 


the individual’s perception of himself but also with his 
educational background and socioeconomic status (it has 
been found, for example, that the families of poorly edu- 
cated and unskilled, frequently unemployed workers 
show a marked indifference to most symptoms, including 
even blood in the stool and urine and excessive vaginal 
bleeding). 

It would appear then that the surest way to uncover 
all illness is by medical examination. Money, time and 
the purpose to be served will determine the extent of 
these examinations: multiphasic screening procedures, 
medical history, physical examinations, routine labora- 
tory procedures, special laboratory investigations, med- 
ical consultations for extraordinary clinical problems, 
and the use of paramedical personnel. 

But even when money, time, and people are sufficient 
for thorough studies, there are other major problems. 
There is, for example, the problem of the criteria for 
morbidity. Are minor illnesses to be included? And what 
exactly is a minor illness? Is it “only” a common cold, or 
can the cold be accompanied by a cough without physi- 
cal findings and still be considered minor? How serious 
must an abnormality be to be counted? Should all flat 
feet be included, for example, or should these be con- 
sidered abnormalities only when they interfere with 
function? How about refractive errors? 

There are also problems of definition. There is no sin- 
gle definition of a “chronic” or an “acute” condition; one 
frequently flows into another imperceptibly, so that there 
can be only artificial separation of the two. Different def- 
initions have therefore had to be adopted, depending on 
the purpose to be served. The Commission on Chronic Ill- 
ness even had to adopt two slightly different definitions 
of a “chronic condition” for two different purposes: one 
to be used in a medical evaluation by a physician, and 
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the other if only an interview by a lay (though trained) 
interviewer was to be held. The California Health Sur- 
vey of 1954-55 and the ongoing National Health Survey 
had adopted very similar but not identical definitions of 
a chronic condition. 

Usually “acute conditions” are considered to be those 
that have not been defined as chronic. 

Assuming that these limitations have been overcome, 
and matters of definition settled, there still remains the 
fact that need is a relative term, about which there is 
wide divergence of opinion among competent profession- 
al people, who will often disagree as to what constitutes 
need in terms of the purpose for which it is to be given, 
the disagreements can be reduced significantly. 

This was the approach adonted by the survey team of 
the Commission on Chronic Illness in its study of the 
noninstitutionalized population of Hunterdon County (a 
rural area in New Jersey). This group early came to the 
conclusion that “the question—what is the care needed 
for?—must be answered if estimates of need are to be de- 
termined. Reasonable purposes differ widely, from pre- 
vention of imminent loss of life by emergency medical 
treatment to the development of happy and productive 
environments.” 

The group decided that the “rehabilitative potential” 
of a patient would provide the best basis for estimating 
the kinds and quality of care needed. By “rehabilitative 
potential” the group meant the “degree of ameliorative 
change capable of achievement.” Since the approach was 

in terms of the extent to which disability might be af- 
fected by indicated care,” it was functional, and its fo- 
cus flexible, allowing for changes with medical progress. 

As already mentioned, this care can be expressed in 
terms of personnel, services, and facilities: what kinds of 
care are to be given, by whom, and where? These ques- 
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tions seem—at first—relatively easy; upon examination, 
however, their complexity is revealed. For example, 
take the problem of who is to give the care. If the care is 
to be surgical, there is usually no problem: only a physi- 
cian, except in extraordinary circumstances, should per- 
form surgery. Even within the medical profession, how- 
ever, there are problems: what kinds of care can the 
general practitioner render, or, to put it another way, 
at what point should the general practitioner transfer 
care to a specialist? 

There are, moreover, areas in which the care can be 
supplied by one of several professions—or by more than 
one. In a small community, for example, there may be 
no medical social worker, and her functions may be as- 
sumed by the public health nurse; in a large community, 
there may be (and usually there is) overlapping of func- 
tions, so that workers in both professions offer similar 
(sometimes almost identical) services to patients. 

Care can also be expressed in terms of the facilities in 
which it is given. Here again practice varies not only 
from community to community, but from institution to 
institution within a community. The care of long-term 
patients is an example. 

The Commission on Chronic Illness, in its study of 
chronic illness in Baltimore, reported that “both persons 
and facilities (had been found) unsatisfactory as means 
for expressing most of the estimates (and therefore) it 
was decided to use categories of services needed. Neither 
“by whom” nor “where” would do, so “what” was cho- 
sen.” Ten major categories of services were found to be 
needed, six with several subcategories; these ran the 
gamut from medical supervision and medical care 
through rehabilitation services and nursing care to finan- 
cial aid for medical services and subsistence. 

However, communities concerned with medical care 
(including hospital) planning must know as accurately 
as possible not only what kinds of services are needed 
by whom these are to be given, and where, but also how 
many people are needed, how many services are re- 
quired, and how many and how large the facilities must 
be. Unfortunately, it has so far been impossible to es- 
timate satisfactorily the numbers of people, services, 
and facilities needed by a given population. But this 
does not mean that the concept is either meaningless 
or fruitless; it is, in fact, central and essential to an un- 
derstanding of “effective demand” which will be dis- 
cussed at length in a future issue of Hosprrat Topics. 
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Escort Service 
Improves 


Patient Care 


With the help of volunteers, plus the aides and order- 
lies, a patient escort service has been set up in San 
Francisco’s St. Francis Memorial Hospital. Besides con- 
trolling wheelchair and cart traffic in the halls, this 
service has a twofold purpose: first, to provide experi- 
enced personnel to assist in the transportation of pa- 
tients to and from various departments; and second, to 
allow the nursing personnel to remain at their stations 
without interruptions—thereby improving patient care. 

The program was put into limited-scale operation last 
fall. During the first two months 3,291 trips within the 
hospital were made by escorts with patients, with 1,506 
trips the first month (mid-August to mid-September), 
and 1,785 the second month (ending October 20) and as 
the service is becoming utilized by nursing personnel its 
popularity as a functional program is increasing. 

Following is the staffing schedule used during this 
trial period of pilot-study: 

Staff (aides, orderlies, volunteers): 

10 a.m. to 4 p.m., Monday through Friday. 

Orderly—x-ray: 

8 a.m. to 1:30 p.m., Monday through Friday. 

Aide—x-ray: 

8 am. to 1:30 p.m., Monday through Thursday. 

Aide-—escort for patient going home: 

1 p.m. to 2:30 p.m., seven days a week. 

Volunteer—physical therapy: 

8:30 a.m. to 12 noon, Monday through Friday. 

Volunteer—x-ray: 

8:30 a.m. to 12 noon, Saturday. 

The escort service office is adjacent to the volunteer 
office, making it simple for volunteers to cover the 
phones of the service office. While this is their primary 
function at present, it may ultimately be necessary to 
hire a paid dispatcher who would be available for more 
hours of the day and week. 

Because of the heavy incidence of transportation of 
inpatients to x-ray and physical therapy departments 
in the mornings, morning escorts were placed there ex- 
clusively. Afternoons are devoted for the most part to 
outpatient care, where escort service is not so often 
needed. However, during the afternoons the escorts re- 
maining in x-ray are often paged and requested to 
make trips in other areas. 

One escort remains in the escort service office during 
the 10 a.m. to 4 p.m. schedule for transportation service 
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St. Francis’ patient escort service in operation: (r.) volunteer Mr. 
Barbara Sharp takes calls while aide Mrs. Marie Annaloro and orderly 
Anthony Ranieri do work for central service between patient-escori 
assignments. Pilot study has proved popularity of service as a func- 
tional program, and future plans include possibility of hiring dis- 
patcher and extending the hours of service. 


to and from EKG or EEG, surgery, roof garden; for 
transfer of patients from room to room, and other er- 
rands. The regularly-scheduled delivery of supplies 
from central service to nursing stations is also handled 
each day by the escorts at 11 a.m. (This is in addition to 
the normal supply deliveries from central service to the 
nursing stations. ) 

The staff of the service utilizes between-call time to 
do short-term duties for central service, the nursing of- 
fice, and other departments. 

The general acceptance of this escort service by all 
medical departments has encouraged the nursing de- 
partment to plan on a possible future expansion of re- 
sponsibilities for its staff. If a paid dispatcher is added, 
she may take on the following duties: 

1. Relieve nursing office of some clerical work. 

2. Organize her own duties and those of escorts a 
well as messengers. 

—Messengers could be added to staff to pick up and 
deliver in-house mail. 

—Messengers could make interdepartmental deliver- 
ies of drugs, films, and specimens from pharmacy, 
x-ray, and laboratory, respectively. 

3. Expanded escort service should include escorting 
newly-admitted patients from the admitting office 
the nursing station areas and room. 

With the service of such a dispatcher it seems feasible 
to the nursing department that by organization and 
careful planning the entire expanded service could ex- 
tend from 7 a.m. to 7 p.m., seven days a week. With the § 
aid of the volunteers in doing escort work itself and m0 
just acting as an answering service, the whole progral 
could be worked out, it is believed, with justifiable 
expense to the hospital and with an obvious gain ™ 
good patient care. 
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BARDIC* -the most comprehensive, coordinated line of quality products 
for patient care .... convenient, too; saves many steps for the busy nurse 
saves time and money— because each economical unit is ready for use 
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INTEGRITY 


Cc. R. BARD, INC. 
MURRAY HILL, N. J. 


a0IANAS 


QUALITY 


SINCE 1907 
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Construction Contracts 


“Please discuss methods of letting construction contracts 
and the various ways of performing construction work,” 
a reader asks. To answer this question in detail, we are 
devoting the entire column to it this month. 
1. Force account system: The owner directly employs 
mechanics and laborers, buys equipment and materials, 
and supervises the work either personally or through 
an engineer whom he employs. 
2. Contract methods: 
a. Cost plus a percentage: The contractor is paid the 
actual cost of the work, with a specified percentage 
as compensation for overhead expenses, personal 
services and profits. 
b. Cost plus a fixed fee: This method is similar to cost- 
plus-percentage, except that the contractor is paid a 
fixed sum. This system reduces the evils of a cost- 
plus-percentage form of contract. When the contrac- 
tor’s compensation is based upon a percentage of the 
cost, a premium is paid for extravagance and unnec- 
essary expenses. 
c. Cost plus a variable premium: The contractor 
agrees to complete the work for a fixed sum and in 
a definite time. In addition to this sum he is paid a 
stated premium which is reduced or increased ac- 
cordingly as the actual cost or time of completion is 
greater or less than the stipulated cost. This contra :t 
is often used when the owner is desirous of having 
the job completed as soon as possible. 
d. The fixed contact method: This method is usually 
based on competitive bidding in which bids are re- 
ceived in a lump sum covering the cost of the work. 
The general contractor posts a bond guaranteeing 
completion of the project. From prices named in his 
bid, the price of the project is guaranteed and is 
known before construction starts. 
There are two types of competitive bidding, either of 
which can be employed in the fixed-price method: 
—Open competitive bidding: Work to be performed is 
advertised, and any and all contractors are invited to 
submit bids. The only requirement, generally, is that 
the contractor be able to post a bond to the effect that if 
his bid is accepted he will carry out the provisions of 
the bid request as advertised, and after the contract is 
entered into, will perform the work in the manner 
specified. Such bonds are known as completion and 
performance bonds. 
—Selective bidding: Completion is restricted to three 
or more contractors of the owner’s selection. 
There are several combinations or variations of cost- 


plus and lump-sum competitive bids which deserve 
mention: 
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—Guaranteed limited cost: Contractors are request. 
ed to state in their bids the estimated cost of labor 
materials, the amount of contingency, and the amount 
of fixed fee comprising the guaranteed limit of cost 
Should the cost exceed the guaranteed limit, the exces 
is borne by the contractor. If the actual cost is less than 
the guaranteed limit, the savings, exclusive of the fixed 
fee, revert to the owner in whole, or to the owner and 
contractor on a predetermined basis stipulated in the 
agreement. 

The contractor generally conducts his operation in the 
same manner as under the cost-plus contract agreement, 
the contract stating the allowable items of cost which 
upon audit determine the total project cost. This system 
is also known as the upset-price contract with reversion 
of savings clause. 

—Contracts involving both design and construction: 
A single firm of architects and engineers undertakes to 
design and construct the new facility, and will submit 
a competitive bid for construction. Obviously, such a 
firm is in a highly preferred position, and as a result, 
adequate competition generally could not be obtained. 

It is considered fundamental that anyone acting asa 
representative of the owner must be able to act in 
absolutely good faith, and therefore must have no prej- 
udicial interests in any construction contract for which 
he has prepared bidding documents, or which he would 
be called upon to supervise. Thus, the party employed 
as the architect and as such a representative of the 
applicant would at the same time be a possible “adverse 
party in interest.” i 
Construction consultants: The owner employs 4 
firm or individual to confer with the architect regarding 
bids and construction contracts, and provide supervision 
and inspection at the site on a cost-plus-a-fixed fee 
basis. Generally, the contract consultant does not per- 
form any work with his own forces. The work is usually 
broken down into “trade” contracts, similar in scope to 
the subcontracts ordinarily let by general contractors 
This in substance is a negotiated 100 percent subcontract, 
cost-plus-a-fixed fee contract for construction. The 
construction consultant in effect would receive a fee for 
letting subcontracts, the same as in a cost-plus contract 

It is often difficult to obtain competitive bids on @ 
rising market. When the cost of materials is rising, the 
contractor placing a lump-sum bid usually permits him- 
self an excessive margin in anticipation of all con 
tingencies. This is particularly so in view o! the fact 
that the rising market for materials and labor generally 
occurs when the contractor can get, or has a s ibstantial 
amount of business and when there is little incentive for 
competition. In such an economy, it might be necessaly 


(Continued on page 53) 
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Made for Emergency Room Economy 


very easy-on-and-off Quixam fits either hand; saves 


r 
sorting and handling time; reduces costs where usage 
is greatest. Quixams are only one of the complete line : 
of PIONEER Rollpruf Surgical and Hospital Gloves ; = 


—all designed for positive savings on specific jobs. 
A PIONEER Glove Expert can help you save by 
making a complete analysis of your glove problems. 


The PIONEER Rubber Company + 348 Tiffin Road + Willard, Ohio 
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@ IMMUNITY OF CHARITABLE HOSPITALS 
In one of many recent decisions involving immunity of 
charitable hospitals to damage suits, a Michigan court 
ruled: 

“It is our opinion that a charitable, non-profit hospital 
organization should no longer be held immune from lia- 
bility for injuries to patients caused by the negligence 
of its employees. Our previous decisions holding to the 
contrary are hereby overruled.” 

In other words, this higher court established new law 
making charitable hospitals liable in damages for neg- 
ligent injuries or death of patients the same as for all 
other hospitals. 

As an example, in Parker v. Port Huron Hospital, 
105 N. W. (2d) 1, the testimony showed that Port Hu- 
ron Hospital was organized as a non-profit institution, 
completely self-sustaining from an operating standpoint. 
Its policy was to adjust charges to patients from time to 
time to enable it to meet its operating expenses. The 
hospital corporation has operating revenues exceeding 
$1,000,000 annually, and had assets of over $1,808,000. 
The hospital originally was constructed by public sub- 
scription and government funds, and a recent sizeable 
addition was financed in the same way. 

Further testimony disclosed that the hospital ordi- 
narily was completely unrelated to the city of Port Hu- 
ron and that many organizations such as the State Crip- 
pled Children Commission, St. Clair County Welfare 
Department, and Veterans Administration paid for the 
patients they sent to the hospital. In addition, the hos- 
pital received charitable contributions. 

In a damage suit against the Port Huron Hospital it 
was shown that a thirty-one-year-old woman named 
Parker was admitted to the hospital for a total hyster- 
ectomy. Mrs. Parker’s doctor made all the arrange- 
ments for admission and had charge of the case. 

Certain pre-operative preparations were adminis- 
tered to Mrs. Parker the evening of her admission, in- 
cluding blood tests by a laboratory technician to deter- 
mine her blood type. The laboratory technician later 
testified she was tired and overworked and that in 
drawing the blood samples from Mrs. Parker she didn’t 
mark the patient’s name or identification on the tube 
while at her bedside—she simply dropped a slip of pa- 
per around the tube. This procedure was contrary to 
universal standard practice required in this and other 
hospitals. 

On the same trip to Mrs. Parker’s floor to obtain her 
blood sample, the lab technician had taken samples 
from two other patients. She returned to the laboratory 
with the three samples and began typing them, but was 
interrupted to do an immediate blood typing for a 
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fourth patient. On returning to work on the first three 
samples, she confused the sample tubes and the identi- 
fication slips, and designated Mrs. Parker’s blood type 
as A-RH positive—rather than the correct blood type of 
O-RH positive. 

During Mrs. Parker’s operation the following mom- 
ing, she was given one unit of type A-RH positive blood 
while under anesthetic. The operation was completed 
and the patient left the table in apparently good condi- 
tion. Three hours later it was discovered she was in se- 
vere shock and hemorrhaging badly “without a pulse 
and practically dead.” Subsequently, she was again tak- 
en to surgery and there the laboratory technician’s mis- 
take in the blood typing was discovered. This mistake 
was reported to the operating surgeons. The record of 
operation shows that incompatible blood and mismateh- 
ing of blood had caused hemorrhagic diathesis. As a re- 
sult of the incompatible blood transfusion Mrs. Park- 
er suffered a complete kidney failure or renal shut- 
down for a few hours, and died. The cause of death, as 
reported on the death record signed by her doctor, was 
“acute nephrosis (lower nephron syndrome) incompat- 
ible blood transfusion.” 

In subsequent litigation, the higher court refused to 
hold the Port Huron Hospital immune to liability as a 
charitable hospital and held the hospital liable in 
$20,548 damages to the husband of Mrs. Parker. This 
court said: 

“tt is our conclusion that there is today no factual 
justification for immunity in a case such as this, and 
that principles of law, logic and intrinsic justice demand 
that the mantle of immunity be withdrawn. The old rule 
of charitable immunity was justified in its time, on its 
own facts. Today we have a new set of facts.” 


LAW OF STATUTE OF FRAUDS 
The Statute of Frauds clearly provides that all surety 
contracts must be in writing, otherwise the contract is 
absolutely void and unenforceable. 

At a recent convention of hospital officials I was 
asked to “expand” upon this important law; so: suppose 
that one day Williams brought to the hospital an ill ac- 
quaintance named Smith. Williams said to a hospital of- 
ficial: “Let Mr. Smith have all the supplies and services 
he wants, and if he does not pay you, I will”. If legal 
controversy arises over such a contract or promise the 
hospital had best compromise, because it cannot win 
the law suit. This, you see, is because this is a surety 
obligation, void in all states of the United States unless 
made in writing. 

On the other hand, let us assume that Williams says: 
(Continued on page 52) 
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MY! 
—-How 
STERILIZING 
TUBING 
HAS 
GROWN 


in ten 
short years! 


Originally made in one width 
mostly for use in sterilizing 
catheters, Weck Sterilizing Tubing 


is now available in 4 widths 


1%.” diam. 
diam. 
3%” diam. 
4¥," diam. 


to accommodate hundreds of sizes 


and types of hospital 
instruments and supplies. 


Here are the facts in a nutshell: { 


maximum steam penetration 


safety-sure sterilization 


¢ instruments and supplies remain 
sterile indefinitely 


° conveniently stored—ready Comes in compressed easy- 
for immediate use to-open cylindrical sticks 


* tubing does not store static electricity 


71 years of knowing how 
EDWARD WECK & co. DIVISION OF STERLING PRECISION CORP. BROOKLYN 1, NEW YORK 


Manufacturers of Fine Surgical Instruments and Hospital Specialties + Instrument Repairing 


In California: Contact Crown Surgical Division, Pasadena 
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2 
hp 2A | 
we 
\ 
\\ 
e 
= 


“Let Mr. Smith have all services he wants and I will 
pay you.” This oral contract is ordinarily valid because 
Williams has said: “I will pay you.” By this, Williams 
has now assumed direct responsibility for debts con- 


tracted by Smith. See Foley v. Currie, 189 S. W. (2d) 
349. 


UNITED STATES NOT LIABLE 
Considerable discussion has arisen from time to time 
over the legal question: is the United States government 
liable in damages for negligent injury or death of a 
patient in a hospital operated by the United States? 
The answer is: Yes, but only when the testimony con- 
clusively proves that injury or death resulted from 
negligence of the government's employees. 

For example, in Gillen v. United States, 281 Fed. Rep. 
(2d) 425, it was shown that Josephine Gillen died at the 
Brooke Army Hospital, Fort Sam Houston, Texas. The 
deceased had been duly admitted as a confinement 
patient to USAF Hospital, a facility owned and operated 
by the United States. Further testimony showed that 
she was delivered of a stillborn child and suffered post- 
partum hemorrhaging (1,000 cc of her normal blood 
volume) with attending shock, and that during the 
course of treatment transfusions of whole blood were 
ordered and administered by treating medical personnel 
at the hospital. Subsequent to the transfusions Jose- 
phine failed to rally; her condition worsened and she 
was transferred to Brooke Army Hospital, where she 
shortly died of a lower nephron nephrosis (degenerative 
disease of the kidney). 

Josephine’s husband sued the United States for heavy 


THE WALKER BAG 


The only one piece, inexpensive, completely asl 
posable Enema Bag in the market. 


2000cc BAG 
WITH GRADUATIONS N 


Patent Pending 


Nothing to assemble e A 2000cc graduated bag 
and flush tube, complete with clamp and lubricant 


e Self sealing zipper enables nurse to administer 
enema without hangers. 


WALKER INDUSTRIES 
Box 984 


Evanston, Ill. 
ALSO AVAILABLE—THE WALKER “BE” BAG, FOR X-RAY 
BERIUM ENEMA ADMINISTRATION 


damages, contending that her death resulted from negli. 
gence of the military medical personnel when she was; 
patient in the military hospital. 

The testimony, however, proved that Josephine wa 
not transfused with incompatible blood, that her death 
was not caused by receipt of incompatible blood, and 
that the military medical personnel had not failed t 
exercise due care and proper skill. 

The lower court refused to hold the United States 
liable in damages to Josephine’s husband, and the 
higher court sustained the verdict, saying: 

“We think the lower court simply found that not only 
the direct testimony but the circumstantial evidence 
with all the dignity given it . . . were insufficient to es- 
tablish negligence on the part of the appellee [United 
States].” 


WHEN TO COMPROMISE 


Recently I received a letter from an official of a hospital 
corporation, which asked: “I understand that man 
hospitals are compromising law suits rather than going 
into the courts with the necessary involved expenses, 
What is your opinion in this regard?” 

My answer is that sometimes hospital officials can well 
afford to compromise certain legal controversies rather 
than incur the expenses, time, and probable final ad- 
verse decision. It depends! Especially, a bad situation 
may arise in suits by injured employees, patients, and 
visitors. 

A quick look at damage awards to injured employees 
and other persons by the higher courts should convince 
any prudent hospital official that, when reasonably 
possible, a compromise settlement may be profitably 
made out of court. Here are damage awards by higher 
courts during the past few weeks. 

In Foreman v. Elic. 180 Fed. Supp. 882, $95,000 dam- 
ages were awarded to a 35-year-old employee who 
suffered injury to the intervertebral disc and nerve 
supply. 

In Gist v. Allentown Wholesale Distributor, 158 Atl. 
(2d) 777, $45,000 damages were awarded a 38-year-old 
man whose annual earnings were reduced by the injury 
from $4,700 to $2,200. 

In Resken v. North, 350 Pac. (2d) 831, the higher 
court awarded $60,000 damages to a housewife who 
still suffered some pain two years later. 

In Audit N.Y. 199 N.Y.S. (2d) 814, a higher court 
awarded $80,500 damages to a 53-year-old man for 
amputation of his left leg. 

In Missouri v. Young, 335 S. W. (2d) 678, a 34-year- 
old employee was awarded $75,000 damages for total 
and permanent disability. 

In Hover v. MacDonald, 183 Fed. Supp. 427, $75,000 
damages were awarded to a 42-year-old employee who 
was permanently disfigured but still able to perform 
his regular work. 

In the case of Rauch v. Standard, 104 N. W. (2d) 69, 
$90,000 damages were awarded a woman for bums 
suffered over one-half her body. This court also said: 

“The fact that the manufacturer purchased defective 
parts from another manufacturer does not free him 
from negligence in marketing a defective article. - 
The verdict [$90,000 damages] is large, but the decreas- 
ing purchasing power of the dollar .. . has an inevitable 
tendency to bring about larger verdicts.” 
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Rx: Slippery Elm Bark 


Hospital Week Promotion Features 
Civil War Medications 


Ingredients for a gunshot wound poultice, circa 1861, 
played an important role in a novel Hospital Week pro- 
motion letter mailed to 1,000 prominent Marylanders by 
the Maryland Hospital Association. The promotion has 
received favorable comments from many quarters, and 
has been picked up by several newspapers. 

Tied in with the Civil War Centennial, the letter’s 
story was told on paper shadowprinted with a hospital 
scene of Civil War time, showing rows of beds, chairs, 
and the common wood stove in the center aisle. 

The outer envelope was also shadowprinted, with the 
names of the more famous—and bloody—Civil War bat- 
tles. Union and Confederate flags flanked the envelope 
face. 

Attached to the letter was a small, clear, plastic bag 

containing a fine brown powder and several leaves. The 
letter, reprinted here in full, explains the use of these 
crude medicaments. 
“The attached plastic envelope contains fresh slippery 
elm bark, the root and leaves of the mauva plant, and 
the. leaves of the prickly pear cactus shorn of their 
spines. A hundred years ago, this mixture when “well 
pounded and macerated” was highly favored by the 
Confederate Military Service as an emollient poultice 
in the treatment of gunshot wounds. 

There was little else to be done in those days before 
the germ theories of Lister and Pasteur . . . Confeder- 
ate or Federal. 

The stratagems of Civil War battlefields have been 
preserved for us in graphic detail. Not so vivid is our 
picture of the battlefield after the contest had been won 
or lost. Hundreds upon hundreds of thousands of 
wounded were gathered from those wheatfields and 
peach orchards and sent by wagons over torturous roads 
to general hospitals. 

At first, hospitals were converted factories, store- 
houses, colleges, and hotels. Later in the war, pavilion 
type hospitals were constructed. But they were still a 
simple affair ...a place for the beds, a kitchen, a 
laundry and cubbyholes for baggage, linen, and stores. 

There was little or no equipment. A few books on 
anatomy, pocket cases of instruments, and an amputa- 
tion kit. 

And they were inexpensive. Richmond’s Chimborazo 
Hospital throughout the war never drew fifty dollars 
from the Confederate States Government, relying solely 
upon money received from commutation of rations. 
Even today, the enclosed poultice ingredients cost but a 
few cents a pound. 

The results were to be expected. Fourteen of every 
one hundred wounded never left the hospital. In fact, 
nearly every measure taken for the care of the patients, 
through the irony of fate and ignorance of infection, 
contributed largely to the suffering hospitals were de- 
Signed to prevent. 

This is National Hospital Week. Stop for just a mo- 
ment and think how far your hospitals have come in a 
hundred years. 

The Hospital Council of Maryland 
May 7, 1961 


July, 1961 


CONSULTANT’S CORNER 
(Continued from page 48) 


to let a cost-plus contract. However, it must be remem- 
bered that in such a contract there is no way of antici- 
pating ultimate costs. 

Often in remodeling or repairing an old building the 
contractor does not know what problems he will en- 
counter. In such cases he must provide for maximum 
contingencies, in which case his bid must be high or the 
contract must provide for change orders to meet the 
contingencies. 

A change order generally occurs when an owner 
desires to negotiate for additional work or have changes 
not provided for in the specifications. If the change is 
one in which the contractor would incur additional 
expenses, an agreement must be reached for additional 
costs. If it is one which provides for savings, a credit is 
negotiated. 

Since there is not the restraint of competition nor is 
the change-order price based upon actual cost, the 
owner is substantially at the mercy of the contractor. 
Consequently, a cost-plus contract may be advisable 
for the remodeling or repairing of an old building, the 
condition of which is unknown. 

Because public work must be performed within a 
fixed budget, competitive bidding usually is required. 
Hospitals generally should be advised to utilize this 
method as a safety factor against costs, and because it 
eliminates any possible accusation of favoritism in the 
selection of the contractor. 
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DESIGN TUBES and CATHETERS 


...++s+ + Combines New Exclusive Design of Argyle 


@ Tubing Connections No Longer a Problem 


As every nurse and technician knows, practically 
all the inconvenience encountered in the use of 
medical and surgical tubing is involved in con- 
necting tube-to-tube, tube-to-patient, or tube-to- 
machine or other apparatus. 


Argyle exclusive, connector and funnel ends are 
integral parts of the tubing itself; helps the user 
two ways: 1) No time wasted searching for separate 
connectors; instant attachment, self-fitting, tight 
seal. 2) Integral connector of same transparent ma- 
terial as tube itself does not interrupt observation 
of flow. 


@ Satin Smooth Eyes—Properly Related to Lumen 


Size—Scientifically Beveled Tips 
Exclusive, unique Ar- 
gyle process assures well- 
rounded, softly beveled 
eyes—no sharp or ragged 
edges. Reduces chance of 
trauma. Compare by feel 
or micro-examination this important difference 
between Argyle and other tubes. 


If eyes are too small, maximum flow is impossi- 
ble. If eyes are too large relative to lumen size, 
kinking or bending may occur during insertion— 
and particles are admitted through the eye which 
may block the tube. All Argyle eyes are scientifi- 
cally shaped and sized in relation to the lumen size. 


All open-end tube tips are scientifically beveled 


DIVISION OF BRUNSWICK CORPORATION 


World's Foremost Hospital Supplier 


FULLY STOCKED DIVISIONS COAST TO COAST 


Polyvinyl with Features You Have Liked in Rubber 


to create soft smooth opening without sharp edges. 
Tips are free of ragged edges that can irritate 
patient or obstruct flow. 


Water-White Clarity—Perfect Transparency 

Argyle tubing is as transparent as water along 
the entire length. No added connectors to distort 
or obscure the progress of flow. Only oxygen cathe- 
ters, cannulae and tubes are tinged with transparent 
medium green. 


Surgical Grade Polyvinyl Tubing— 
Quality Controlled by Rigid Inspection 

Argyle is made of the highest grade polyvinyl 
tubing in an approved surgical grade formulation 
—odor-free, taste-free, non-toxic, completely inert 
in contact with body fluids. 


Although designated expendable and priced for 
one-use disposability, Argyle quality control stand- 
ards are maintained at a high level by rigid in- 
spections at all stages of production. Argyle may 
be chemically cleaned or sterilized for re-use by 
boiling according to recommended procedures. 


Complete Facts Available in Argyle Catalog 
Send for complete Argyle Catalog containing 
detailed specifications and illustrations of each item 
in the Argyle line of Tubes and 
Catheters. Use coupon to re- 
quest your copy or ask your 
Aloe Representative to show 
you actual samples. 


A. S. Aloe Company 
Division of Brunswick Corporation 
1831 Olive St., St. Louis 3, Mo. 


Please send New Argyle Tubing and Catheter Catalog. 
Name 
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existing sterilizers 
to HIGH VACUUM 


by Richard D. Castle 


@ High Vacuum Sterilization promises new rewards in the 
hospital’s constant search for safer and more efficient sterile 
techniques. Processing times one-fourth those of present day 
“downward displacement” sterilizers, safety in the certain 
killing of bacteria, and the reduction of damage to goods are 
advances of real significance. 

@ Realizing that many hospitals have only recently purchased 
expensive steam sterilizing equipment, we decided early to 
produce our OrthoVac High Vacuum System in the form of 
console ‘‘conversion kits.’’ Conversion of any existing steam 
sterilizer is a simple, on-the-site job. The hospital enjoys the 
advantages of high vacuum modernization without having to 
obsolete present equipment. 


Typical conversion unit with console recessed next to sterilizer. 


@ Performance of the ‘“‘converted’’ High Vacuum Sterilizer is 
generally very nearly as good as the ‘‘all-new’’ installation. 
The lower design pressure of most older vessels somewhat re- 
stricts their useful temperature range. A 17 psi design, for 
example, limits temperature to about 250° F., whereas new 
higher-pressure vessels specially built for the vacuum process 
will support temperatures up to 275° F. Overall cycle time for 
the 36 psi OrthoVac high pressure type is just 15 minutes, with 
approximately 27 minutes required for a 17 psi OrthoVac 
conversion. Despite the greater speed of the newer vessel, the 
converted sterilizer cycle is still a vast improvement over the 
one-to-two hour “downward displacement” cycle now in use. 
© Aside from the vast improvement in overall speed, the con- 
verted high vacuum sterilizer has tremendously increased 
capacity. Since air elimination is no longer a problem, dense 
packaging and loading are perfectly safe. Generally speaking, 
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This is the third in a series | 
of articles on High Vacuum | 
Sterilization and how it brings 
greater safety and efficiency 
to hospital sterilization. Its 
author is Richard D. Castle, 
head of Research and Devel- 
opment, Wilmot Castle Com. 
pany, Rochester, N.Y. Work. 
ing with the Drayton Regu. || 
lator & Instrument Co., Ltd.,_ | 
of England, Castle has devel- || 
oped the OrthoVac* System in | 
an exclusive console design, || 
permitting on-the-site conver- 
sion of existing ‘downward 
displacement” steam steriliz- 
ers to the revolutionary high 
vacuum process. 


a 25% increase in output per load may be expected from 
existing equipment upon its conversion. The life of goods 
sterilized is also materially increased. 

@ The safety afforded is, of course, of first importance. With 
the drawing of a near-absolute vacuum, uniformity of temper- 
ature throughout the load is obtained within a predictable 
period, regardless of size of load or manner of packaging. 
Common errors in packaging and loading are no longer critical. 
And, sterilization becomes a mathematical certainty through 
use of an exclusive Time-Temperature Integrator. Based on 
established time-temperature requirements, the Integrator 
selects and controls the exposure period necessary for kill, 
automatically compensating for the normal rises and drops in 
temperature which occur throughout the cycle. The operator 
is relieved of all need to make manual time settings, thus 
saving time and eliminating possibility of error. 


@ The control console itself is designed for mounting next to 
the parent sterilizer in either wall-recessed or cabinet form. It 
comes equipped with an oil-seal vacuum pump, barometrically 
compensated pressure switch, automatic controls and inter- 
connecting piping. 

@ Approximately 30 inches of wall space are required on either 
left or right of the existing sterilizer. In situations where 
space is a problem, retirement of an “‘extra’’:older sterilizer is 
often justified by the increased output of the new system. 
@ For successful conversion, the existing parent vessel should 
be of welded design to prevent leakage under vacuum condi- 
tions. The higher the design pressure, the shorter the cycle. 
Any size or make of vessel may be converted. Full economy of 
the high vacuum system is better realized, of course, in vessels 
of larger size. 

@ Installation is quite simple. Existing steam supply lines and 
drains may be used. Piping and controls are stripped from the 
old sterilizer, and direct connection made to the console. The 
console is then connected to existing services. Occasionally 4 
water supply for condensing the steam and electric current 
for operation of the console controls must be added where 
they do not already exist. 

@ First High Vacuum conversions in U. S. hospitals will be 
made this year with OrthoVac Consoles. Our affiliates #! 
Drayton have already made well over 200 such conversions 
England. A wealth of experience will be at your disposal 
should your hospital join the many others modernizing by 
converting or with all new OrthoVac Systems. 


For further information on OrthoVac write for Bulletin H-283. 
WILMOT CASTLE COMPANY, 1807 E. Henrietta Rd., Rochester 18, New York 


*Trademark Wilmot Castle Company 


56 For further information see postcard opposite page 106. 


Subsidiary of Ritter Company Inc. 


Hospital Topics 


| 
_ 
Be 
anc 
drt 
cor 
4 
to 

0 

| 

: 


‘ted from 
of goods 


ace. With 
f temper. 
edictable 
ackaging 
critical, 
through 
Based on 
ntegrator 
for kill, 
drops in 
operator 
igs, thus 


next to 
form. It 
etrically 
nd inter: 


on either 
1s where 
>rilizer is 
stem. 

should 
m condi- 
he cycle. 
of 
n vessels 


ines and 
from the 
ole. The 
onally a 

current 
d where 


; will be 
iates at 
rsions in 
disposal 
zing by 


Brewer Drug Control System Helps Solve 


Pharmacy Inventory, Demand Problems 


Because of the many inter-related 
and inter-department influences on 
drug demand and inventory, drug 
control has been generally conceded 
to be essential by hospitals. 

As hospitals are confronted with 
the care of more patients generally; 
more patients receiving multiple 
medications; and more new drugs, 
many in varied forms and strengths, 
the problem has increased propor- 
tionately. 

Unfortunately, the controlling rein 
has often passed from hand to hand 
and been alternately tight and slack, 
to the point that meticulous, sus- 
tained drug control is now consider- 
ed a matter of urgency. 

Income loss through disappearance 
of inventory, through imperfections 


The drug cart, an integral part of the 
Brewer Drug Control System, is a self- 
contained unit, with work-top area and 
storage facilities. Wheeled into pa- 
tent’s room, the cart contains all drugs 
and supplies needed by the medications 
nurse on her rounds. Individual patient 
medication drawers reduce error, elimi- 
nate waste, and save time. 
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in patient charges, and through in- 
sufficient third-party payments are 
accumulative factors which can be 
reflected in a serious dislocation in 
the over-all hospital budget. 

A problem-solver geared to the 
most minute detail of drug control is 
the Brewer System—an automated 
set of hospital pharmacy procedures 
and special equipment developed by 
the Brewer Pharmacal Engineering 
Corporation—which recently made 
its public debut in an advance dem- 
onstration for professional journals, 
and is being installed in several hos- 
pitals as we go to press. 

The result of five years of research 
and development, the Brewer Sys- 
tem has as its constituent elements 
specially designed medication boxes, 


PAVIENTS MEDICATION 
DRAWERS 
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metal nameplates for each patient, 
special drug station and drug cart, 
forms, supplies procedures, and the 
services of consultants. Provision is 
included for special control of nar- 
cotics. 

The drug station is a burglarproof, 
electronically-controlled unit for the 
storage and issuing of prepackaged 
drugs on each: nursing floor. The 
pharmacist controls the master key. 
The station contains a panel for drug 
plates (its key is kept at the nursing 
station), as well as other materials 
necessary for storage of forms and 
supplies. 

The drug cart is a self-contained 
unit with a work-area top and stor- 
age facilities. Drugs and other sup- 
plies are under lock and key. There 
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is a properly labeled drawer for each 
patient on the floor. 

The first step in the system is 
taken when a duplicate addresso- 
graph plate is made at the time of the 
patient’s admission, and is placed in 
his individual medication drawer. 
The drug addressograph plate, made 
at the same time, is put in a special 
plate holder in the drug station. 

Two Kardex files are maintained 
—one for recording treatments, 
nursing care, and diets, another for 
the routine and p.r.n. medications. 
The files are kept at the nursing unit 
desk when not in use with the drug 
or treatment cart. 

Shortly after the arrival of the pa- 
tient to the nursing unit, or after the 
doctor has written his orders, the 
nurse prepares a routine medication 
form and inserts it in the Kardex file 
under the corresponding room or bed 
designation. 

To obtain medication, she takes 
the patient’s addressograph plate to 
the drug station, places it on the 
proper shuttle, which is magnetized, 
and unlocks the door to the drug 
plate holders. Removing the desired 
drug plate from its spot in the alpha- 
betized location, she places it next 
to the patient’s plate in the shuttle. 
She inserts a snap-out form consist- 


ing of the label and the charge ticket 
in a slot above the plate and presses 
the activator button. 

The machine automatically deliv- 
ers the medication requested and 
simultaneously prints the data from 
the two addressograph plates (the 
patient and the drug) on the label, 
the charge ticket, and the locked-in 
recording tape. The nurse then snaps 
off the label from the form, drops 
the charge ticket, showing the pa- 
tient’s room number, address, physi- 
cian, type of insurance and other 
data, into a slot receptacle, affixes 
the label to the package and places 
it in the patient’s drawer. 

The charge tickets are in dupli- 
cate. One copy is sent to the business 
office for posting to the patient’s ac- 
count, and then filed. The second 
copy is channeled to the pharmacy 
for inventory purposes. Because the 
tickets are printed, guesswork is 
eliminated, and fewer late charges 
occur. 

If more than one drug plate is re- 
moved from the station panel, or if 
there is a break in the procedure, the 
machine ceases operation, an alarm 
buzzer is sounded and continues un- 
til the error is rectified. A key sys- 
tem identifies the nurse obtaining 
the medication. 


Nurse removes medi- 
cation box from indi- 
vidual patient drawer 
of the drug cart at 
medication time. It 
will be administered 
after patient's chart 
and identification 
bracelet have been 
checked. 


The storage capacity of the Brewer Drug 
Station is 96 different drugs, eight pre. 
packaged units of each. Access to this 
inventory is available only to the phar. 
macist. The charge recorder, shown open 
below, is on the left side of the station, 
It automatically records identification of 
patient; drug prescribed (which has been 
verified); cost and selling price; identity 
of nurse operating the station. 


At the start of medication rounds, 
the assigned nurse consults the rou- 
tine medication Kardex file, notes 
the check marks on the clock for the 
specified hour, and consults the rou- 
tine medication form for the drug 
to be given. Obtaining it from the pa- 
tient’s own drawer, she checks it and 
the patient’s wrist band before ad- 
ministering the medication. In the 
case of injectables, the syringe is pre- 
pared at the bedside. The transaction 
is concluded when the nurse initials 
the proper space provided. 

When narcotics or dangerous drugs 
are ordered, the medications nurse 
obtains the key from the charge 
nurse, and after adniinistering the 
drug records the necessary data on 
the card for the particular drug in 
the narcotics Kardex file. 

Advantages claimed for the sys- 
tem are impressive. For the pharma- 
cy service, it makes possible stand- 
ardization of medications as to 
quantity dispensed and _ packaging. 
A base inventory is provided, mak- 
ing for rapid checking of unused 
drugs. The pharmacist, because he 
services each unit, is able to main- 
tain excellent control by checking, 
on a day-to-day basis, the con- 
sumption rate of each medication. 
The workload of his department 1s 
considerably decreased: the number 
of charge slips handled daily is cut 

to a minimum. There is also @ Tre 
duction in the routine individual 
dispensing of drugs to the floors, 
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with less time spent in the pricing 
and labeling of drugs. Time spent 
by the pharmacist in replenishing 
nursing station supplies is also re- 
duced. Studies indicate a reduction 
from 15 minutes to five minutes per 
nursing unit—a total daily saving of 
100 minutes per day on the basis of 
10 nursing units serviced. 

The system also permits reduction 
of inventory in the pharmacy, with 
medications placed on the floor 
where they are needed. Proper 
handling of narcotics and dangerous 
drugs is provided for, and proper 
charges for all medications given 
the patient are insured. 

At the end of the month, the cost 
of inventory can be obtained from 
the tape, which is imprinted simul- 
taneously with the charge tickets. 
The accounting personnel checks 
their daily drug costs and the ac- 
cumulations of these costs with the 
pharmacy, and an adjustment, if 
any, can be made on a monthly 
basis rather than at the end of a 
fiscal year, when a large adjustment 
can distort the hospital’s operating 
fund statement and balance sheet. 

A study made at Lankenau Hos- 
pital, in Philadelphia, during a 53- 
day test period, showed the loss 
charge for the 10 nursing units with 
the Brewer System was 83 cents per 
nursing unit per day compared with 
$21 per nursing unit per day with 
the old system. This was computed 
to amount to a potential total dif- 
ference between 1960 and 1961 of 
$10,690. 

In addition to advantages for the 
nursing service already mentioned, 
the forms used reduce the number 
of recordings and transpositions of 
data from four to two. 

Loss in nursing time for delivery 
of drugs, and preparing them for 
patients, is significantly reduced. 
The constant reshuffling and rear- 
rangement of the medication cards 
each time rounds are made is elim- 
inated. 

With an adequate inventory of 
drugs on each floor, the nurse is 
spared time ordinarily spent check- 
ing her supply; and ready availabil- 
ity of all facilities for the prepara- 
tion of injectables makes for in- 
creased efficiency. York Hospital, 
York, Pa., where a pilot installa- 
tion was also made, recorded time 
savings of 40 to 51 percent in speci- 
fic surveys. 


In regard to medication errors, 
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the drawer assigned to each patient 
reduces the possibility of mistakes 
to a minimum. All information is 
printed, assuring easy legibility and 
avoiding the hazard of cryptic hand- 
writing. 

For the patient, the efficiencies of 
the system add up to better pro- 
tection and more and better nurs- 
ing care from staff members re- 
lieved of purely routine, adminis- 
trative tasks. 

To administration, there are sav- 
ings of still another kind. Accord- 
ing to F.T.C. Brewer, president of 
the Brewer Pharmacal Company, 
“We can make no contributions to 
the medical side or the nursing side 
or the pharmacy side, other than 


making their job easier, but in eco- 
nomics we can make a contribu- 
tion. 

“In a hospital which may be 
breaking even in their drug service, 
perhaps losing a little, our system 
will guarantee the hospital, or any 
hospital, $300 a year profit from 
pharmacy operation. 

‘If there are a million hospital 
beds in this nation, and we can 
save $80 a year per bed, in inven- 
tory loss alone, on an investyaent of 
$150 per bed, or $150,000,000, in a 
year-and-a-half or less we could 
pay for all the equipment the exist- 
ing hospitals need, and from then on 
$150,000,000 a year will remain in 
the cash registers of the hospitals.” 


WHY BUY IF 


Now, you don’t have to wait for 
availability of capital equipment 
funds to have the latest medical 
electronic equipment in your hos- 
pital. The new Birtcher Medical 
| Equipment Lease Plan puts any 


or all Birtcher units in your hospital at an 


amazingly low monthly cost which you can 
pay out of operating income. And, when and 
if funds are available and you want to buy, 
you can take advantage of the written-in pur- 
chase options. Check these typically low 
monthly rentals. 


$3.67 a day 
COMPLETE CARDIAC 
MONITORING and 
RESUSCITATION CENTER 


$1.07 a day 
ELECTROSECTILIS 


Please use the coupon below 
to obtain further information 


Send complete list of lease prices and sales terms on individual 
Birtcher electronic medical units. 


Addr 


THE BIRTCHER CORPORATION Dept. HT 761 
4371 Valley Bivd., Los Angeles 32, California 


Phone your ECGs—PHONOTRACE is coming—watch for it 
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_menton stainless steel SteriSharps. 
SteriSharps will not rust, will not 
corrode, and will not become dull 
when autoclaved. They will take 
sharper edge and will hold this © 
edge longer than any other blade. 
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Some apparatus can be made in the 
laboratory and may be better in 
various ways than that which can be 
purchased. A prothrombin water 
bath is an example of this. The ac- 
companying photographs show a wa- 
ter bath that can be easily assembled 
from standard items and has proved 
to be highly satisfactory over many 
years in our laboratory. 

In connection with this apparatus, 
it might be well at this time, antici- 
pating later subjects in this series, to 
describe what might be called “Com- 
plete Prothrombin Control.” Essen- 
tials in prothrombin control are: 


graphs and description. 

2. A good thromboplastin—‘“Sim- 
plastin” (Warner-Chilcott) 
has proven highly satisfactory 
over many years. 

3. A good control plasma—‘“Diag- 
nostic Plasma” (Warner-Chil- 
cott) or “Protrol” (Knicker- 
bocker). 

4.A good technic—see technic 
with “Simplastin.” We use a 
heavier loop for stirring, with 
the wire almost 1 mm. in dia- 
meter and the loop (made 
from a stylet wire of a plasma 
transfer needle) approximate- 
ly 5mm. across. 

5. A time-percentage table—See 
Table I. 

6. Adequate record in the labora- 
tory—See “Prothrombin Work 
Sheet.” 

7. Adequate record on _patient’s 


Chart—See “Patient’s Record 
Sheet.” 


clinical and research laboratories, 
Philipp) W. and Breaddus Hospital, 
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Accuracy and Error in the Lab, Part VII: 


1. A good water bath—see photo-— 


Improvement of Equipment and Apparatus 


E. E. Myers, M. D.* 


Equipment and Directions for As- 
sembling Prothrombin Water Bath 


Quantity Item Cat. No. 
1 Thermoregulator 
(Wenwal) 22-3135 
1 Immersion Heater, 


1 Stirrer (Palo Laboratory 
Supplies, New York, 
Motor No. 7605) ....22-1975 
1 Stirring Rod (Z shape, 


22-1815 
1 Stopwatch, 1/10 Sec. 
(Minerva’”) ......... 22-3545 


1 Stopwatch Holder (“Stop- 
Watch-Man” Precision 
Scientific Co., 

3 Thermometer Clamps 
(The clamp holders with 
these are not used) . .11-4140 

1 Lamp (Lite-Mite, Marble- 


head, Mass. ........ 16-S.. 
1 Thermometer, -10 to 

2 Feet, (Castaloy, 


5 Clamp Holders (8-1, 
Laboratory Industries, 


11-4080 
2 Connectors (Flexaframe, 
14-3535 


1 Neoprene Coated Test 
Tube Support ...... 14-4060X 
(This rack is not very 
satisfactory since it is not 
well coated.) 
1 Fish bowl, #3, 1134” x 8” 
1 Pilot Lamp (Westinghouse 
Nite-Lite 1 Watt) and 
cord receptacle ..... 
The base is made of 34” plywood 
1134” x 1014”. The feet for the up- 
right rods are fastened by screws to 


the base in the back corners, 1/16” 
from the edges. The thermoregulator, 
thermometer, stirrer and heater are 
distributed at about equal distances 
across the bath and in line. The ther- 
mometer support rods are used to 
support the heater; thermometer 
and thermoregulator both pass un- 
derneath the horizontal support rod 
through the clamp holders. The stir- 
rer support rod passes above the 
horizontal support rod through the 
clamp holder. The lamp is suspended 
by a short tube screwed into an or- 
dinary brass socket and hangs verti- 
cally in the clamp holder in front of 
the horizontal rod. The test tube rack 
is supported by stainless steel clips 
(made in the shape of key ring belt 
clips). The clips go under the middle 
section of the rack. 

All support screws are tightened 
firmly except the ones in the base 
feet. These are left loose so that the 
entire rack can be easily and quick- 
ly taken off for cleaning purposes. 
When this is done the water bath 
should be disconnected so that the 
heater is not left on. 

The watch holder stem lever must 
be filed or ground some to fit the 
stem of the watch (this particular 
model). A rubber band passing from 
the watch clamp brass nut on the 
underneath of the stopwatch holder 
to the push button lever promotes 
positive return of the push button 
after the foot treadle is operated. 
The foot treadle is made of %4” ply- 
wood 914” x 214”, with a hole in one 
end for the string, and is adjusted 
to about 14” off the floor.—Supplied 
by B. Preiser Co., Inc. Charleston, 
W. Va. 


(Charts and photos on pages 62, 63; 
text continues on page 64) 
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Illustration No. | 
Far left: Front view of pro. 
thrombin water bath ready 
for use. The stopwatch is op. 
erated by food treadle and 
wire loop. stirrer rack, 
Note the box which is placed 
on a table 36” high to bring 
water bath to proper height 
for the average technologist, 
This box is 4” high. 
Illustration No. 2 
Near left: Back view of 
prothrombin water bath. 


Illustration No. 3 
Right: Top view of prothrombin water bath. 


Illustration No. 4 
Above: Cover for prothrombin water bath, which is made 
from aluminum, is used to cover water bath when not in 
use. It keeps water from evaporating and prevents dirt 
from entering the water. 


Illustration No. 5 
Right: This shows the bottom of the stopwatch holder and the 
place of attachment of the treadle string. A rubber band passes 
from one of the prongs which holds the stopwatch in the holder 
around the stem depressing lever back up to the other prong 
and provides positive return of the lever to the original po- 
sition when the treadle is released. 
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Table | 
Prothrombin Time-Percentage 
Table Normal Control (Seconds) 


12 12% 13 13% 

2 100 Patient's 

100 Prothrombin 

70 80 90 
70 
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If the control plasma does not fall 
within 12 to 13% seconds the test will 
not be satisfactory and there is need for 
investigation until the control is normal. 


It ordinarily should be 121% to 13 sec- 
onds. 


The patient's chart should show at 
a glance serial results of prothrombin 
determinations and (right) amounts of 
Dicumarol or Coumadin given, either in 
table or graph form. Both are equally 
satisfactory but the table form is simpler 
and provides the information from which 
a graph is made. 

We have always believed that only 
the prothrombin percent activity should 
be given the clinician. If seconds are 
given then the control, the table, and 
other technical details have to be given 
'00; and the clinician has to do and 
interpret that which is in the realm of 
the medical technologist and the clini- 
cal pothologist, in order to arrive at a 
Percent activity or its equivalent. 
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Table Il 
Prothrombin Work Sheet 


Dicumarol 
Date Coumadin Patient Control Remarks 
Hour Mgs. | Sec. % Sec. 
Patient — Age Room 
Dr. 


This patient's work sheet is used on a clipboard and is one of the most 
valuable controls for prothrombin therapy. The technologist knows what to 
expect since he knows what the patient has been getting and what the record 
has been. Any deviation from the expected result should be investigated at 


once. 
Table Ill 
Record of Dicumarol or Coumadin Therapy 
and Prothrombin Percent Activity 
Patient Hist. No. Doctor 
Date Coumadin Prothrombin 
Amt. Time % Activity Remarks 
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Better Light 


where you need if most 


view of cabinet with 
lamp in position. 


HILL-ROM COMPANY INC. 


With this bedside cabinet lamp the 
doctor or nurse can quickly and 
easily put the light exactly where it 
is needed for examination or treat- 
ment. The lamp is mounted on the 
back side of the cabinet and rolls on 
a track, so it may be easily moved 
and used on either side of the cabi- 
net as required. It may also be 
moved entirely out of the way when 
full access to the top of the cabinet 


is desired. The shade is well venti-: 


lated—will never become hot. 

A convenience outlet permits 
plugging in any electrical appliance 
used at the bedside. 


This lamp is listed by Underwriters’ Laboratories. 


64 For further information see postcard opposite page 106. 


Batesville, Indiana 


Annotation on the Quick Prothrom. 
bin Time Determination 
Good technic, careful attention 
detail, and knowledge of and avoid. 
ance of errors are essential. The fol. 
lowing points should be observed jn 

the performance of the test: 

1. Pyrex glassware should be used 

2. Water in the water bath should 
be kept to the level of top of the 
rack with distilled water and kept 
covered between use. (Tap water 
will cause corrosion of glass and pre. 
cipitates will develop.) Temperature 
should not be less than 37° C. or not 
more than 38° C. 

3. Glassware should be scrupu- 
lously clean and without scratches, 
Acids and alkalies destroy prothrom- 
bin. All glassware should be thor. 
oughly rinsed 10-15 times in tap wa- 
ter and 10-15 times in distilled water. 
Chromic acid is preferred as a clean- 
ing agent since detergents are more 
difficult to wash off. Scratches on or 
etching of glassware hastens the con- 
version of prothrombinogen to pro- 
thrombin. Scratched glassware 
should be kept separate and used for 
this test only. 

4. “Meticulous attention to details 
is a primary requirement for accur- 
ate results” (Quick). 

5. The test should be done as soon 
as possible after withdrawing blood. 
Plasma can be kept at room temper- 
ature for no longer than one hour. 
The plasma should be separated 
from the cells within 30 minutes. 
Two changes occur in oxalated hu- 
man plasma: the labile factor de- 
creases and prothrombinogen is con- 
verted to prothrombin. 

6. Repeated tests should not vary 
more than -++-0.1 second (within range 
of 12-20 sec.). 

Factors which tend to cause var- 
iations in the prothrombin time are: 

1. Failure to mix plasma and Sim- 
plastin thoroughly. (Blowing plas- 
ma on side of tube, and so forth.) 

2. Centrifuging blood too fast and 
too long. 

3. Temperature of water bath too 
low or too high. 

4. Stirring too slowly. 

5. Detergents and soap in glass- 
ware. 

6. Too much sodium oxalate. 

7. Plasma standing too long. (Pro- 
thrombin time may at first be short- 
ened and then prolonged due to de- 
terioration of labile factors.) 

8. Scratched glassware. 

9. Dirty glassware. 
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SCANNING 
(Continued from page 9) 


croorganisms that cause food spoil- 
age and poisoning, as well as some 
disease-producing organisms. 

No mention was made of the 
method used by the scientists to get 
close enough to the cheese to test it. 


Fireflies Glow for 
Cardiac Research 
Researchers at UCLA are employing 
fireflies—or rather, their tails—in 
the study of what causes a heartbeat. 

Dr. Wilfried F. H. M. Mommaerts, 
director of the Heart Association’s 
cardiovascular research laboratory, 
and Dr. L. B. Nanninga, a research 
biochemist, have developed a meth- 
od of measuring how fast the basic 
chemical fuel of muscle combines 
with the molecules that do the ac- 
tual work of contraction. 

The researchers found that by 
combining the muscle fuel chemical 
with the chemical components of 
firefly tails, light is emitted. A sensi- 
tive photometer records the rate of 
chemical fuel consumption in heart 
muscle under varied conditions. 

Thus, the lowly firefly’s contribu- 
tion of a tail may prove useful in 
identifying mechanisms responsible 
for heart failure. 


Schizophrenia’s a 

Family Affair 

Schizophrenia, one of the most com- 
mon and most serious forms of men- 
tal illness, is a family affair that 
takes at least three generations to 
develop. It occurs in families where 
both mother and father are immature 
individuals, but have compensated 
for their equal levels of immaturity 
I opposite ways. In such families, 
one child becomes the most impaired, 
while the other children are apt to 
be more mature and better ad- 
justed. 

Dr. Murray Bowen, Washington, 
D. C., reported on a five-year re- 
search program he headed, in which 
entire families lived on hospital 
wards and were studied intensively 
in order to obtain clues to the illness. 

The pattern within the immediate 
family falls into three main groups, 
according to Dr. Bowen. The 
first group involves the dominant, 
decision-making wife and the sub- 
missive husband. The second group 
is the dominant husband and the 


July, 1961 


compliant wife. In the third group, 
neither husband nor wife will give 
in. Each takes an opposing viewpoint 
on all levels of issues. 

All of these types, maintains Dr. 
Bowen, are efforts to establish in- 
dividual identities. When a child is 
born, the mother is likely to endow 
the pregnancy with unusually heavy 
emotion, and to be unable to vis- 
ualize the child as ever growing up. 

It is characteristic in these fami- 
lies for the father to oppose the 
pregnancy. The mother-child rela- 
tionship then becomes extraordinar- 
ily close. The chief mechanism which 
manifests itself is that of the mother 
projecting her own inadequacies on 
the child. If the child moves toward 
independence and removal from this 
too intense family atmosphere, the 
mother will move toward restoring 
the child as “her baby.” As the child 
becomes a young adult and attempts 
to withdraw, he collapses in “a state 
of no self, the psychotic break.” 


High Blood Pressure a 
Fashionable Ailment 

More than six million Americans 
have high blood pressure, according 
to a report in the Parke, Davis pub- 
lication Patterns of Disease. Fur- 
thermore, the overwhelming major- 
ity do not have an accompanying 
heart condition. Only about 900,000 
of the total have both conditions. 

Among city dwellers, the hyper- 
tension without heart involvement 
afflicts 66 persons for every 1,000 in 
the population, while the incidence 
in rural dwellers is about 118 per 
1,000. The disease also strikes two to 
four times more often among Ne- 
groes than among whites. 

A comparison of the mortality rate 
of persons with high blood pressure 
with that of persons insured as 
standard risks, the report states that 
“the higher the blood pressure, the 
greater the risk.” For every 100 
deaths among those insured as 
standard risks, there are 124 deaths 
among persons in their thirties with 
moderately elevated systolic or dias- 
tolic pressures, 125 in their forties, 
and 147 in their fifties. Sharply high- 
er figures are shown for those with 
markedly elevated blood pressures. 

At all ages, more women than men 
have hypertension. Studies have 
shown, however, that women are less 
vulnerable to the damaging effects 
of high blood pressure. 


satisfactory 
to surgeon 
and budget 


The surgical staff's most 
exacting demands are 
satisfied by the keener 
edge, better balance 
and greater weight of 
Crescent Blades. 


The budget benefits by 
savings of up to one-third 
made possible by 
Crescent Blades. 


TRY before you BUY. 
Send for free sample. 


Crescent Surgical Sales Co., Inc. 
48-41 Van Dam Street 
Long Island City, New York 


Crescent 


| surgical blades and handles 


DESIGNE 


You can see from its shape how a Curity Rib 
Nipple fits into the corners of a baby’s mouth. 
This helps seal out air. And less air swallowing 
means, of course, less burping, less spitting up, 
and less chance of colic. 

Saves nurses’ time . . . better aseptic technique. 
This new Curity design virtually ends the need 
to slash or change nipples to get the right flow. 
Feeding is steadier and faster, with no need to 
handle nipples after sterilization. New flat top 
plastic overcap protects nipple from sterilizer to 
bedside —is easier to stack and clean. 


Hospitals report improved feeding. Because 
Curity Rib Nipples are made with extreme pre- 
cision, they insure a uniform flow of formula, 
nipple after nipple. A sluggish feeder gets what 
he needs, and so do normal and lusty feeders. 
Two years of tests also show marked feeding im- 
provement in premies and cleft palate cases. 

Complete nurser components also available, includ- 
ing Caps, Discs, Overcaps, and ‘‘Sure-Grip”’ bottles, 
shaped to fit the hand, easier to store and clean. 


Reduce 
*no need for nipple 


ing-. 
shing 


Won't collapse or bite shut 


4 


AREA 


Ordinary bell-shaped 
nipple lets air in at 
corners, is easily 
pinched shut by biting. 
Frustrates baby with 
collapsing, clogging. 


Curity RibNipplefills 
out mouth from cor- 
ner to corner—holliow 
side ribs seal out air, 
assure steady milk 
flow. Won't bite shut. 


For further information see postcard opposite page 106. 


urity Rib Nipple 
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Inhalation Therapy for 


Children’s Hospital Services 


Second of a two-part article on inhalation therapy in pediatrics 


By Roy F. Goddard, M.D.* 


In the first of these articles**, we discussed the use of 
resuscitation equipment, incubators, and mist-producing 
devices for infants in the delivery room and the newborn 
nursery. Frequently, resuscitation is also required in 
the children’s service of a hospital, and the same equip- 
ment previously discussed would be applicable for in- 
fants on this service. 

In addition to resuscitation, there is often a need for 
augmented respiration, encompassing a means of artifi- 
cial ventilation that can be utilized over long time peri- 
ods rather than on an emergency resuscitative basis. We 
have found two devices satisfactory to give this aug- 
mented respiration in infants and older children—the 
Bennett infant respirator Model IV-1A (Fig. 1), and 
the Engstrom respirator (Fig. 2). The 17-month-old in- 
fant pictured in Fig. 2 suffered with salicylism intoxica- 
tion and cerebral damage and was maintained on the 
Engstrom respirator for eight weeks before demise. Dis- 
advantages of this equipment are that it is rather com- 
plicated and may be financially and physically cumber- 
some. 

The problem of augmented respiration deserves much 
investigation. There are many instances in which this 
artificial ventilation must be carried on for some time. 
In the past, the Emerson tank respirator (a children’s or 
infant's model) has been used in the care of polio and 
other respiratory conditions. 

Many children with severe respiratory distress, 
whether it be an upper obstructive type or lower ob- 
structive and restrictive type of ventilatory impairment, 
May require an oxygen-enriched atmosphere. Fig. 3 
demonstrates such an enriched atmosphere for infants 
and toddlers with such respiratory obstructive process- 
es as croup, bronchiolitis, pneumonia, and atelectasis. 
The infant can be placed in the Croupette, in which the 
humidity can be controlled, and frequently additional 
mist can be produced. Many other types of hoods exist. 

The infant's clinical improvement should be carefully 
observed, with observation of retractions, grunting, res- 
Pirations, color, pulse, hydration, and temperature con- 


trol, and antibiotics and other medications used when 
indicated, 


sDirector. department of pediatric research, Lovelace Foundation 
Edueation and Research, Albuquerque, N. Mex. 
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The older child may be housed in a regular oxygen 
tent, which will usually suffice for respiratory distress, 
although additional aerosolized medications may be de- 
sirable. Another satisfactory method of giving oxygen 
as 100 percent oxygen, or humidified or incorporated 
with a bronchodilator, detergent, and so forth, is by 
means of a mask. 

A word of caution should be offered: administering 100 
percent oxygen over long periods of time without mois- 
turizing may lead to a drying of the respiratory system, 
and, in some instances, to production of atelectasis. 

We believe that aerosols play an important part in the 
treatment of respiratory conditions in the older child, as 
well as in the infant. Aerosols may be generated by 
many types of hand nebulizers (De Vilbiss 40, Vapo- 


Fig. 1. Bennett IV-IA respirator for augmented respiration 
for infants and children. 
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Fig. 3. Two-months-old infant with 
bronchiolitis in Croupette, receiving 
aerosol therapy. 


nefrin, and others) or by generators, such as the one 
pictured in Fig. 4 (the Mist-O.-Gen or other similar de- 
devices). 

Aerosols are usually of four types: (1) bronchodila- 
tors; (2) antibiotics; (3) detergents or wetting agents or 
antifoam solutions; and (4) digestive enzymes. The most 
satisfactory bronchodilator in children has been Isuprel 
(isopropylarterenol) ; Vaponefrin (a racemic epinephrine 
solution) has been used in some patients initially or 
eventually nonresponsive to Isuprel. 

Among the antibiotics which have been used success- 
fully are Terramycin, penicillin, streptomycin, Albamy- 
cin, and erythromycin. 

Alevaire was used initially as a wetting agent to help 
in the reduction of surface tension, liquefaction and 
emulsification of mucus, and potentiation of antibiotic 
agents. More recently, Tergemist has been substituted, 
because this incorporates the desirable qualities of po- 
tassium iodide. 

Defomair, an antifoam solution containing superinone, 


_ glycerin, potassium bicarbonate, and silicone, has been 


very satisfactory. The enzymatic agents, Tryptar and 
pancreatic dornase, are used sparingly when indicated 
for further liquefaction of thick, tenacious secretions in 
children with asthma, bronchiectasis, and mucoviscidosis. 

In bronchopulmonary disease of children with features 


Fig. 2. Engstrom respirator in clini. 
cal use on 17-months-old child with 
salicylate intoxication. 


of obstruction and restriction, it is necessary to maintain 
clear airways, promote drainage, control infection, and 
prevent impending emphysema and cor pulmonale. 
Physiologic therapy includes respiratory exercises, if 
cooperation can be satisfactorily attained, and the use 
of intermittent positive-pressure breathing treatments. 

Children from 1 to 5 years of age use the Bennett 
IV-4P or IV-3C pressure breathing units, modified from 
the TV-2P adult model (see Fig. 5). These provide a 
greater flow sensitivity and less dead space in the 
connecting face-piece attachment. Slow, deep breathing 
is desirable in order to avoid hyperventilation. 

As the child becomes adjusted to the positive-pressute 
breathing technic, an aerosol mixture can be introduced 
through the nebulizer. Initial pressures of 8 to 10 cm 
may be increased to 10 to 15 cm., depending on the age 
of the child and the response to treatment. Initial treat- 
ments range from five to 10 minutes. Most routine treat 
ments are of 10 minutes’ duration; occasionally, some 
may be increased to 12 minutes. 

The TV-2P Bennett therapy unit is used in children 
over the age of 6 years for giving inspiratory positive- 
pressure breathing in asthma, chronic cough, bronchitis, 
bronchiectasis, and mucoviscidosis. The advantages of 
this type of therapy are, (1) it provides uniform alveolar 
aeration with improvement in blood gas exchane; (2) # 
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overcomes spasm and promotes bronchial drainage with 
decrease in irritation and infection; (3) it provides 
breathing exercise with improvement in muscle tone 
and compliance. This is particularly helpful in many 
smal children who cannot be taught breathing exercises. 

The frequency »f IPPB treatments in the hospital 
may range from one per day to as many as six per day. 
Usually, these treatments are at 10 cm. positive water 
pressure for a period of 10 minutes. If the enzymatic 
agents such as Tryptar or pancreatic dornase are used, 
treatments are usually restricted to once daily, because 
these agents may cause some irritation and hypertrophy 
of the bronchial epithelium. With improvement of the 
disease process, the frequency of treatments is reduced. 

Certain cautions are advised. A small dead space can 
be provided by utilizing a small piece of rubber tubing 
connecting the face piece and the exhalation valve. The 
nurse stays with the child during treatment, placing a 
hand on the back of his head and a hand to seal the 
mask tightly, so that there is no leak at the upper area 
into the eyes or a leak downward in the chin area. The 
child is encouraged to stop and cough and get up secre- 
tions. 

Frequently, children with severe pulmonary disease, 
such as cystic fibrosis, may not be able to trip the valve 
on the regular machine, and therefore an automatic cy- 
cling attachment on the Bennett IV-1A respirator unit 
or a special attachment for the TV-2P model can be used. 
Suctioning facilities should always be available. The child 
should be allowed to proceed according to his own re- 
sponse. 

Well-trained nurses in the pediatric department or 
technicians from the inhalation therapy section can give 
these treatments and become proficient in the follow-up 
care of infants and children. 

Postoperative inhalation therapy in infants and chil- 
dren is coming into use more and more throughout the 
country. This may encompass placing a child of any age 
in an oxygen-enriched atmosphere with a fine mist to 
help in the prevention of postoperative atelectasis and 


Fig. 5. Administering IPPB therapy 


to Q 2-year-old girl with mucovis- 
cidosis, 
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Fig. 4. Mist (aerosol) pro- 
duced by Mist-O.-Gen 
senior generator. 


complications, and providing other assistance, such as 
intermittent positive-pressure breathing. 

Inhalation therapy equipment should be available in 
the emergency room and rapidly available for any emer- 
gency situation occurring anywhere in the hospital. 
Equipment on hand should include equipment which can 
deliver oxygen alone; resuscitative equipment, such as 
the GBL infant hand resuscitator and the Bennett IV-1A 
respirator, which can be used in ventilating infants or 
older children; and IPPB equipment. 

Often, children with asthma and other respiratory con- 
ditions requiring IPPB therapy can be sent to an emer- 
gency room over a weekend or during a period when 
this type of treatment cannot be given on an outpatient 
basis; the inhalation therapy department can give such 
treatment according to the instructions of the physician. 

Inhalation therapy is coming into use more and more 
in the home and on an outpatient basis. The types of 
equipment and services here include nebulizers of var- 
ious types, the Croupaire, intermittent positive-pressure 
breathing therapy units, the H unit of Mist-O. Gen 
Corp., and many other kinds of respiratory aids. 
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The economies provided by reusable, double-creped 
paper DennisonWraps are important to you. This is 
illustrated by the answers to the following questions 


which have been asked by CS and OR Supervisors. 


Q. How can I prove whether DennisonWraps would 
have a lower cost per use than muslin in my hospital? 


A, It’s all a matter of accurate record-keeping. The 
cost of each pre-cut sheet of DennisonWraps is a known 
figure. You can easily keep track of each use by number- 
ing a corner of the sheet. Then you simply divide the num- 
ber of uses (between 6 and 10 according to present users ) 
into your sheet cost. 

Determining the cost per use of muslin, however, isn’t 
so simple. In addition to the original cost of material, 
there are many continuing costs; some obvious, others 
hidden. 

First, there’s the labor of cutting and sewing plus thread 
costs and overhead costs of the sewing room, including 
cost and depreciation of sewing machines. 

Laundering now adds its expense. Some hospitals wash 
muslin before and after it is made into wrappers. A double 
cost! Laundering after every use is a costly necessity . . . 
and don’t forget the cost of transportation to and from 
the laundry. 

Repair costs of muslin, including transportation to and 
from the sewing room plus another trip through the laun- 
dry, must now be added. 

Inspection costs, you'll find, are double those of 
DennisonWraps because each muslin wrapper must be 
examined on both sides for safety’s sake. 

When all is said and done, you'll find that the costs per 
use of muslin wrappers will be two to five times that of 
DennisonWraps. 


Q. Why do you say that DennisonWraps effect sav- 
ings by eliminating laundry bottlenecks? 


A. The most costly autoclave wrapper in the world is 
the one which is not on hand when needed. Its absence 
causes a hold-up of your entire production and wastes 
your labor time. In some hospitals the laundry is a mile 
away. So, your aides spend their time waiting or walking 
instead of working. 


How Dewnioo\Maps for Autoclaved supplies achieve 
Cost Reductions in Central Service| 


On the other hand, with a carton of ready-to-ug 
DennisonWraps close at hand, and another carton in re. 
serve nearby, your aides are always working . . . neve 


walking or waiting. 


Q. Isn’t it more expensive to buy and store so many 
different sizes of DennisonWraps? 


A. No! The very fact that you have the right size for 
every package is an economy. There’s no waste of labor 
time tucking in all the unneeded inches and extra bulk of 


muslin wrappers. 


Furthermore, the purchasing time (and costs) for pre- 
cut sizes is far less than that required to figure out how 
much muslin will make how many wrappers of what size, 

Storage costs are also greatly reduced because you can 
store at least three times as many DennisonWraps in the 
space required for muslin wrappers in a given area. This 
means that you can keep adequate supplies at point of use 


to eliminate waiting time. 


Q. A torn paper wrap cannot be mended as muslin 
can. Doesn't this fact alone show that muslin is more 


economical? 


A. Not at all! Any torn sheet of DennisonWraps has 
already given you the cost-cutting benefits of its lower cost 
per use. Moreover, that torn sheet is still usable. Just cut 
it into smaller pieces for use as bottle or test tube caps or 
as separators between items. Remember, mending muslin 
is extremely expensive whereas you can use every scrap 


of your DennisonWraps. 


Q. Is there an inexpensive way to introduce Dennison- 


Wraps into our hospital? 


A. It costs nothing to get started! A free hospital 
evaluation kit contains generous quantities of Denmiso- 
Wraps in pre-cut sheets, glove wicks, envelopes and cases 
. .. plus documentary proof that DennisonWraps will in- 
crease the safety, efficiency and economy of your autoclay- 
ing procedures. Ask your local hospital supply house... 
or address your request to Dennison Manufacturing Co., 
Dept. N-171, Framingham, Mass. 


70 For further information see postcard opposite page 106. 
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insist on reusable 
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... identified by their exclusive 
hygienic imprint. 
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American College 


Of Obstetricians and Gynecologists 


DEPARTMENT | 


Confusion in Medical Data, Recent Advances in 


Ob-Gyn Surgery Receive Attention at Meeting 


Topics presents more abstracts of selected papers pre- 
sented at the recent ACOG meeting. The first group 
appeared in the June issue, pp. 87-91. 


Simple Concepts Cause 
Confusion in Medical Data 


Really simple concepts cause much confusion in medical 
literature, and they do not require for their correction 
and solution any course in higher mathematics and 
statistics. 

Let me show you an example. The authors, as shown 
on the slide, are, it would seem, studying 1,378 cases 
of breech presentation including 55 deaths. They are 
studying it for such factors as parity, birth rate, and so 
forth. One column indicates that the figures are 52 and 
48, which obviously means, correctly according to the 
information shown, that 52 percent of the 1,378 were 
primipara and 48 percent were multipara. Since a 
woman is either primipara or multipara, the sum of the 
percentages should add to 100, which it does. 

Now, the last column, the heading of which is similar, 
Says percent of 55 deaths. The first two figures are 5.0 
and 2.8. We are of course entitled to interpret this 
the same way as we interpreted the other, so that we 
should conclude that 5 percent of the 55 deaths are 
primipara, and 2.8 multipara—a total of 7.8 percent. 
The question is, what are the remaining 92.2 percent, 
if they are neither primipara or multipara? 

It is obvious that the author didn’t mean that these 
figures represent the percentage of 55 deaths, rather 
they represent the death rate of the 1,378 for each 
sroup. He therefore should say it that way, and thus 
save his readers considerable time and frustration. 

Another type of error is shown in the example of a 
Pediatrician studying 228 cleft palate children in a 
Newark, N. J., hospital. He studies them by rank order 
of birth. As you see on the slide, he found 40 percent 
of cleft palate children were firstborn, concluding, “The 
high incidence of cleft palate in firstborn may be attrib- 
uted to the sincere anxiety frequently associated with 
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the first pregnancy coupled with other stressful situa- 
tions.” 

Let’s examine this. In the first place, he uses the word 
“incidence”, implying risk, when actually he presents 
the percent distribution of the cases. Secondly, he 
really is impressed with this “high incidence”, and be- 
lieves that firstborn children are more likely to develop 
cleft palate. And thirdly, he tries to find an explanation 
for it. 

All this, of course, is unjustified, and had he taken 
the trouble, as we did, to determine the frequency of 
firstborn among all the births in Newark, he would 
have found almost exactly 40 percent. In other words, 
there is no evidence at all that the firstborn child has a 
higher risk of cleft palate than the others. 

This type of error is very common, and extremely 
important. They get into the medical literature mainly 
because the physicians have available data only about 
the deaths, not the population from which the deaths 
came.—.acob Yerushalmy, B.A., M.A., Ph.D., profes- 
sor of biostatistics, University of California, Berkeley. 


Recent Advances in Obstetric 
and Gynecologic Surgery 


One problem that has met with success and improvement 
in fetal salvage is the modern management of incom- 
petent cervical os. In this condition the internal portion 
of the neck of the uterus fails to stay closed as it should 
during the early part of pregnancy, relaxing in the 
weeks before delivery as seen in a normal uncompli- 
cated pregnancy. 

All the operations devised to correct this condition 
entail the use of some material such as nylon, human 
or animal fascial strips, silk worm gut and other sub- 
stances used to encircle the incompetent area and nar- 
row down this portion of the neck of the uterus. 

In general, the procedure has salvaged many infants 
who would have succumbed because of prematurity 
without the benefits of Circlage. 

A new iatrogenic problem has arisen in gynecology 
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during the past 15 years. Although the retropubic ap- 
proach to the bladder for the cure of urinary incon- 
tinence has had many advocates since the turn of the 
century, a considerable number of these operations not 
only fail to cure this condition, but because of adhesions, 
atrophy of the anterior bladder wall, lack of mobility of 
the anterior and anterolateral walls of the bladder, and 
the adherence of the bladder to surrounding structures 
where it formerly had considerable mobility has re- 
sulted in the “syndrome of the frozen bladder.” 

One approach to the solution of the problem is a 
revision of the previous surgery with a wedge resection 
of the bladder in the space of Retzius so as to remove 
the scarred and nonfunctional section of the bladder 
and reapproximating pliable, distensible, normal, blad- 
der musculature in the closure. Re-education of the 
patient to increase bladder capacity by virtue of the 
remarkable capacity of the bladder to regenerate is 
started postoperatively. Normal urinary control and the 
ability to retain urine in nearly normal amounts have 
been achieved by this operation —Thomas L. Ball, M.D., 
associate professor of clinical obstetrics and gynecology, 
New York Hospital-Cornell Medical Center, New 
York, N. Y. 


Simple Sling Operation For The 
Treatment of Stress Incontinence 


Heretofore, in treating stress incontinence, one was com- 
pelled to choose between a repeat vaginal plastic repair, 
of an array of so-called sling operations or vesicoureth- 
ral suspensions in which ligaments, with their attached 
muscles, have been transplanted, or fascias of the body 
used to serve as a sling for the urethra. 

It seemed to me that the sling operations afforded a 
much greater degree of flexibility, but because of their 
complexity, involved more operative work than was 
necessary. 

It is not difficult to raise the straps of fascia from 
the rectus sheath for the sling, but since the placement 
of the straps beneath the urethra was the laborious and 
toilsome portion of the operation, it was decided to 
eliminate this step by simply sewing the fascial strips 
to the pubo-cervical fascia on each side of the urethra 
and bladder neck, the portion of the fascia beneath 
the urethra serving as a natural sling. 

In this manner, the tension of the strips would ac- 
complish the same objectives necessary to effect a cure 
of the stress incontinence, without undermining the 
urethra; i.e., they would add support to the urethra, 
the urethra would be elongated and narrowed, and they 
would voluntarily contract the urethra when stimulated. 
Furthermore, there would be no possibility of over- 
kinking the urethra by too-tight straps, and it would 
be quite possible to plicate the lumen of the over- 
stretched urethra and bladder neck in order to reduce 
the size prior to suturing the flaps. 

By employing this technic, I have now done 20 cases 
with excellent results in all. Admittedly, the series is 
small, but the end results were so uniformly good that 
it was deemed advisable to publish this preliminary 
report.—Charles B. Marek, M.D., senior instructor, ob- 
stretics and gynecology, Tufts University School of 


Medicine; assistant gynecologist, New England Center 
Hospital, Boston. 
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Data on Fetal Death Due 
To X-Ray Scarce, Inconclusive 


For any pelvic or abdominal x-ray examination during 
pregnancy there are the possibilities of both somati 
and genetic damage to the fetus, while for any of thes 
examinations at any time during the reproductive years 
there is the possibility of genetic damage to the woman 
There is little quantitative data on either of these, ang 
the widespread discussion of radiation hazards ha 
frightened many women, and some doctors, into refys. 
ing or withholding really desirable diagnostic studies 

The genetic risk is essentially the same at any ag 
before reproductivity ceases, so that mother and chil 
can be considered together. It can be stated that with 
modern technics there is no somatic hazard to the 
mother. Possible somatic damage to the fetus may con- 
sist of death, with resorption, at early stages or later: 
congenital malformations and sterility; late develop. 
ments of leukemia or cancer. 

The only radiation that can damage the fetus is that 
which it actually receives. In human beings we have no 
data on early fetal death and resorption, and very little 
on physical or mental congenital defects produced by 
x-ray. It is obvious that if they do occur, they are very 
rare, otherwise they would have been observed in the 
practice of busy obstetricians. 

From all considerations studied, it appears that the 
probability of any somatic damage to the child by diag- 
nostic x-ray examinations to the mother, properly car- 
ried out, is exceedingly low. 

Genetic damage has recently been greatly stressed. 
In the United States at the present time about 100,000, 
000 children are born in a generation of 30 years. Of 
these, about two percent, or 2,000,000 will have notice- 
able congenital defects due to genetic causes. 

American and international groups have established a 
“maximum permissible dose” for all individuals of 101 
in addition to the unavoidable natural radiation, during 
the period from conception to age 30. If everyone did 
receive this dose, it is estimated that in the first gener- 
ation there would be an additional 40,000 defectives, 
and after many generations, ten times as many. Actual- 
ly, however, the average dose is considerably lower than 
this, as shown by several surveys. As for the risk that 
any one woman whose mutation rate had been increased 
might found a “bad line” of descendants, it must be 
remembered that any chance of a child inheriting a pa!- 
ticular mutated gene from one parent is one-half, for 
the grandchild this becomes one-quarter, and so on. Ob- 
viously, any particular mutated gene will be diluted out 
in a few generations, unless there is strong inbreeding, 
or unless it comes in again from another source. 

The most critical period for the mother and child 
seems to be the first five or six weeks—and this may be 
before the fact of pregnancy has been established. 
Therefore it has repeatedly been suggested that when 
any diagnostic studies involving the lower abdomen ale 
to be carried out on a woman of child-bearing age, het 
menstrual situation should be checked, and non-emet- 
gency examinations scheduled during the first 10 days 
after the end of a normal period.—Edith H. Quimby, 
B.S., M.A., Sc.D., professor of radiology (physics), Col- 
lege of Physicians and Surgeons, Columbia University, 
New York, N.Y. 
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Panel Discusses Common Problems, 


Current Therapy of Toxemias 


A physician confronted with mild symptoms of toxemia 
of pregnancy has a good opportunity to practice prophy- 
lactic medicine, Ernest W. Page, M.D., San Francisco, 
declared in a panel discussion on current therapy of 
toxemias, at the recent clinical congress of the American 
College of Surgeons in San Francisco. Dr. Page is 
professor and chairman, department of obstetrics and 
gynecology, University of California School of Medicine. 

The physician should consider every sign and symp- 
tom in terms of disturbances of physiology, and treat 
them with understanding, Dr. Page said. “One does not 
rest until the patient is delivered safely,” he warned. 
Because each pharmacologic agent must be titrated for 
each patient, the physician should not be too rigid in 
therapy regimens, he added. Dr. Page suggested that 
the physician should seek consultation from professional 
colleagues, for his own protection. 

Results in 70 patients treated with a D. & C. following 
delivery were reported by Charles A. Hunter, Jr., M.D., 
associate professor, obstetrics and gynecology, Indiana 
University School of Medicine, Indianapolis. 

By contrast, only six of the 19 with no toxemia had 
abnormal personalities, as measured by the test. 

The second group of 41 patients, derived from a 
predominantly medically indigent population, received 
the test after developing toxemia. Thirty-two had 
pre-eclampsia, seven had hypertension with superim- 
posed pre-eclampsia, and two had eclampsia. 

Sixty-four of the 70 were diagnosed toxemic patients; 
three had essential hypertension without superimposed 
toxemia, and four had toxemia superimposed on cardio- 
vascular hypertension. 

“In all instances, the blood pressure returned to 
pre-pregnancy levels. Anesthesia may have contributed 
to the drop. Blood loss could not have been a factor 
because there was no depression of hemoglobin follow- 
ing the procedure,” Dr. Hunter said. 

The D. & C. is done immediately after removal of 
the placenta and membranes with a special curette 
two or three times larger than normal, Dr. Hunter ex- 
plained. “It is not known exactly how much decidua is 
removed,” he added, “because no uterus has been 
removed to measure this. But apparently enough is 
removed so that the pressor substance is removed and 
the blood pressure falls.” 

Dr. Page commented that more evidence is needed 
to support the role of D. & C., in treating hypertension 
postpartum. 

“We have been looking for a pressor substance in 
the uterine tissues for 20 years and have not found it,” 
he said. “This series is not a controlled one and must 
still be considered an experiment.” 

A sudden weight gain during pregnancy is not likely 
to be due to a high caloric intake, said a third speaker, 
Gordon Watkins Douglas, M.D., professor and chairman, 
department of obstetrics and gynecology, New York 
University School of Medicine, New York City. 
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“Accumulation of fluid is the major problem and is 
assumed to be present even if edema cannot be demon- 
strated in the lower extremities,’ Dr. Douglas said. 
“Whether or not a diminished caloric intake will reduce 
the possibility of toxemia is unknown.” 

Dr. Page agreed that rapid weight gains during 
pregnancy are due to accumulations of fluid, and also 
suggested that routine restrictions of sodium chloride 
might lower the frequency of toxemia. 

“If the patient’s weight is to be reduced,” he re- 
marked, “it should be done at the beginning of the 
pregnancy.” 

Measures for prevention of development of pre- 
eclampsia in the patient with pre-existing hypertension 
were outlined by Dr. Page. This patient, he said, is 
treated exactly as any woman developing early signs 
of pre-eclampsia. A high fluid intake is encouraged, 
and extra bed rest and sedation are ordered. She is 
seen by her physician at weekly intervals. 

Asked whether injection of 50 percent magnesium 
sulphate has any place in the treatment of pre-eclampsia 
during labor, Dr. Douglas replied: 

“Magnesium sulphate has been standard treatment 
for pre-eclampsia and fulminating eclampsia, but it is 
not given via the intramuscular route. It is given as 
intermittent intravenous injections repeated at short 
intervals until the patient is controlled.” 

It has a prompt but transitory effect on the blood 
pressure, he commented. 

In answer to a question about the use of sacrouterine 
blocks for the relief of hypoxia, Dr. Hunter said that 
he doubted that blocking the sacrouteral nerves would 
reduce tonus. 

“A paravertebral block which blocks out the sym- 
pathetics will cause some hypertonus—sometimes a 
rise to 40 ram. of mercury—brt the effect is transitory,” 
he said. “The patient is treated with bed rest to im- 
prove blood flow and with oxygenation of the uterus. 
Oxygen is administered during the acute phases of 
eclampsia and pre-eclampsia. Amniotic fluid is with- 
drawn so that the blood pressure will fall. If it is 
clinically feasible, the membranes are ruptured to 
remove amniotic fluid and thus decrease the hyper- 
tonus.” 

Fifteen to 20 percent of patients who subsequently die 
show cerebrovascular accidents at autopsy, and it is 
this damage which must be prevented, Dr. Hunter 
warned. A patient with no previous vascular damage 
can tolerate a blood pressure up to 220 systolic and 120 

diastolic, but if the pressure goes higher than this, 
antihypertensive therapy is suggested, he said. Three 
groups of drugs are used—the alkaloids and hydrala- 
zine and rauwolfia. The last two increase the renai blood 
flow. 

Depression of blood pressure should be moderate, he 
advised. The physician should not try to bring the 
blood pressure down to a normal range. 
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Hearts Too Good to Die 


Are Given A Dramatic Second Chance to Beat Again 


By Ellen L. Davis 


Claude S. Beck, M.D., one of America’s most emi- 
nent pioneers in heart surgery, leaned forward and 
picked up a plastic model of a heart from his desk. 
Most of it was a healthy-looking pink, but in the low- 
er center there was an area of ominous blue. 

“Visualize this as a human heart, belonging to 
someone very important to you,” he said. “It’s been 
a good heart, pumping away efficiently year after 
year. It’s still a good heart—remember, now, it’s 
still a good heart—but it’s in very grave danger. 

“When blue muscle is in contact with pink muscle, 
dangerous electrical currents are set up that can 
electrocute the heart; that is, put the heart into con- 
vulsion that destroys the beat. This is a fatal heart 
attack. Now suppose your doctor arrived just when 
this heart, overwhelmed by the catastrophic disaster, 
had ceased to beat. What would you say?” 

The answer was spontaneous. “Do something.” 

Dr. Beck spent several moments gazing out of the 
window of the Lakeside Hospital, in Cleveland, 
which has been his base of operations for over 25 
years, then swung back and said quietly, “exactly.” 

“About 30 years ago,” he continued, “when I was 
doing almost all of the heart surgery being per- 
formed in this country, a little 14-year-old patient 
died on the table when her heart went into convul- 
sion. It was a good heart, a young heart, with plenty 
of life in it. It was too good to die. I kept saying to 
myself, over and over, ‘do something.’ But I didn’t 
know what to do, so I just stood there in a cold 
sweat.” 

On June 16, 1947, the heart of another adolescent, 
a boy, went into convulsion. This time, Dr. Beck knew 
what to do, and he performed the first successful 
defibrillation in the history of medicine. A strong 
electric shock applied to the surface of the heart had 
stopped the convulsion produced by the electric shock 
it had already dealt itself internally. 

In June, 1955, a Cleveland doctor, Albert Ran- 
sone, was on his way out of the Lakeside Hospital 
when he fell over dead in the lobby. One of Dr. 
Beck’s former students, Eldon Weckesser, M.D., 
pumped the heart by hand, Dr. Beck shocked the 
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heart out of fibrillation, and the team marked its 
first reversal of death itself. 

The years between the first time Dr. Beck stood 
helpless before a death he felt didn’t have to happen, 
the day he first prevented it, and the day his knowl- 
edge literally forced death to give back a life it had 
stolen were arduous ones. 

His interest in the field of cardiac surgery began 
in 1924. A year later he started his long association 
with Lakeside Hospital, where he devoted his atten- 
tion to diseases of the sac around the heart. He noted 
that the laboratory was showing a loss of dogs due to 
heart convulsion. Up to that time they had simply 
been disposed of—and with them often went weeks 
and months of experiment. Dr. Beck had a dual pur- 
pose in trying to salvage these dogs. He wanted to 
know more about the heart, and he wanted to re- 
coup the laboratory losses. His early studies resulted 
in the description and clarification of the thick scars 
on the heart from prior damage, which squeeze the 
organ. His next step was the removal of scars, a very 
rare procedure in 1939. 

“I was removing a scar—they peeled off like an 
orange rind—when the heart suddenly fibrillated,” 
said Dr. Beck. “The challenge then was to throw the 
heart out of convulsion, and this marked the begin- 
ning of the interest that has occupied my attention 
throughout the intervening years. 

“There were plenty of clues to help me,” he went 
on, “But some were very obscure, and others had 
been buried and forgotten. In 1899, two French in- 
vestigators, Batelli and Prevost, successfully brought 
dogs’ hearts out of ventricular fibrillation by applica- 
tion of strong alternating electric currents. Their 
work attracted very little attention, and it became 
lost entirely until its rediscovery some 25 or 30 years 
later by Hooker, of Johns Hopkins, and Wiggers, of 
this hospital. 

“Crile and Dolley published their laboratory work 
on the resuscitation of dogs in 1906. They found no 
difficulty in reviving the asphyxiated heart with per- 
fusion or massage. About 50 years ago, Crile ob- 
served, ‘In regard to resuscitation of the body as a 
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whole, the fact has not been sufficiently appreciated 
that the greatest and most essential difficulty is to 
overcome the anemia of the brain rather than the 
heart. 

“This was a most astute observation, too long over- 
looked, and still not given proper significance in all 
quarters. The deadline for the brain to be without 
oxygen is three to five minutes. Resumption of the 
heartbeat is secondary. 

“So I knew, in those early days,” continued Dr. 
Beck, “that if one touches the heart with a little wire, 
the slight electric shock will produce a convulsion. I 
learned that if electrodes and heavier current were 
applied, it makes all the muscles contract at the same 
time and stop at the same time. It puts the rhythm 
back into the organ.” 

Kirstan Igelsrude, of Norway, did the first success- 
ful resuscitation of the heart from standstill, or asy- 
stole, in 1903. While still a very young man, Dr. Beck 
made a picture presentation of how this procedure 
was done on a dog’s heart, but it stimulated no dis- 
cussion in the professional group to whom it was 
shown. In 1937, he made a film on the procedure and 
presented it before the American Surgical Associa- 
tion. “It was to them,” he recalled, “a laboratory 
curiosity only. 

“T tried the defibrillation method on humans with- 
out success over a long period of time. “Maybe I 
waited too long before starting the resuscitation; 
maybe I didn’t do it right. I don’t know the cause of 
the failure, but I did know it could be done. 

Dr. Beck’s first successful defibrillation in 1947 of 
the young boy, mentioned previously, required 75 
minutes of cardiac massage and a series of electrical 
shocks to return the heart to a coordinated beat. 
After considerable experimentation, Beck and H. J. 
Rand, his collaborator in much of the work, de- 
veloped a practical suction cup electrode defibrilla- 
tor. Today, a number of manufacturers have defibril- 
lation machines on the market, and recoveries are 
now commonplace in many of our leading hospitals. 

In 1950, Beck, his associate, David. S. Leighninger, 
M.D., and Robert M. Hosler, M.D., with the sponsor- 
ship of the Cleveland Area Heart Society, inaugu- 
rated what is thought to be the first course of its 
kind, and the first concerted attempt by the medical 
profession to establish a practical education program 


Left, Richard Heyard, the first human 
to be defibrillated 
June, 1947, his heart went into con- 
vulsion. Dr. Beck restored a coordi- 
nated beat after 
cardiac massage and a 
electrical shocks. The picture of Mr. 
Heyard was taken several 


75 minutes of 


Right, Albert Ransone, M.D., dropped 
dead in the lobby of Lakeside Hos- 
pital in June, 1955. His death was 
reversed by Dr. Beck and a former 
student, Eldon Weckesser, M.D. Dr. 
returned to full 
later retired to Florida, where this 
recent picture was taken. 


‘the end of life, depending on what is done at the 


successfully. In 


series of 


months 


practice, 


for the prevention and treatment of cardiac arrest 

In an article in The American Journal of Cardiolo- 
gy, Dr. Hosler commented, “Why this queer lack of 
knowledge (on resuscitation) prevailed in medical 
educational circles is difficult to explain. This subject 
from 1902 to 1950 seemed to be in an underground 
tunnel of despair, and then it suddenly emerged into 
the light of practicality.” 

To date, some 2,000 surgeons, anesthetists, dentists 
and nurses have participated in the course. They 
have come from the four corners of the United States 
and from many foreign countries. It seems fitting that 
one of the students of the man who traveled that 
“tunnel of despair” should have been on the scene 
the day Dr. Ransone dropped dead in the lobby of 
the Lakeside Hospital. 

He had just had an EKG at the hospital and was on 
his way out to go to his own physician’s office when 
he was felled. Dr. Weckesser opened his chest im- 
mediately, pumped the heart by hand, got oxygen 
into the lungs. Dr. Beck then shocked the heart out of 
fibrillation. Dr. Ransone made a complete recovery, 
and returned to full practice. He has since retired, 
and is living in Florida. : 

“From Dr. Ransone’s experience,” said Dr. Beck, 
“we learned, or had forcefully re-presented to us, 
three enormously important facts. First, that death 
often occurs in a heart too good to die. Second, the 
factor that kills is often small—like stopping the 
pendulum of a clock. The fact that the pendulum is 
stopped does not mean that the clock will no longer 
run. It needs only the touch of a fingertip to start the 
pendulum to swinging and the clock to ticking agail. 
And third, the fatal heart attack is not necessarily 


moment of death. A good heart needs only a second 
chance to beat again. 

“This second chance is as revolutionary as Was 
William Harvey’s discovery of the circulation of the 
blood 300 years ago. Now that we know about the 
blood’s circulation, we can’t understand why it took 
us so long to discover it. And now that we know 
about heart resuscitation, we can’t understand why 


it took us until the middle of the twenti-th centwy 
to discover it—especially since we had some clues 

“T mentioned some of the clues available when ! 
first became interested in resuscitation. We had some 
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more, which I can understand and explain quite well 


—_now that I’ve spent the major part of my life fol- 
lowing them up and figuring them out! 

“For instance, we have a nice, pink heart, and all is 
going along very well with it. Then a cholesteral 
slug is deposited in one of the coronary arteries that 
feed blood into the heart. As this pass narrows, a 
portion of the muscle doesn’t get enough blood and 
turns blue. Next to the blue muscle is pink muscle. 
Electricity is produced at the border between the 
two. 

“The medical profession knew for a long time that 
electricity could be produced by the heart when an 
artery was blocked off. But doctors thought this elec- 
tricity was produced by injury to the muscle. We 
have shown that it is produced, without injury, by 
the reduced inflow of red blood. 

“The heart which is blue all over, as in a blue baby, 
isa safe heart; it does not electrocute the owner. A 
patient with lung disease has a blue heart, even his 
lips are blue, but he has a safe, all-one-color heart. 
There is no anginal pain, there is no heart attack. But 
the nice, pink heart with a blue spot in it is painful, 
and it is a killer, often in the bloom of life. 

“Drs. Lester Adelson and William Hoffman, of the 
coroner’s office here in Cleveland,” continued Dr. 
Beck, “analyzed 500 victims of sudden, fatal heart at- 
tack. They found that in six or seven of every 10 
victims brought into the office, there was no new 
disease in the coronary arteries or in the muscle to 
account for death. They were coronary artery peo- 
ple, but there was nothing new added to their con- 
dition sufficient to kill them. In these people, the 
stopped heart of today was the same as the beating 
heart of yesterday, except that this death factor, 
electricity, came, and killed, and disappeared. No evi- 
dence of its visitation could be found in the heart. 
if we had been prepared to act at the moment of 
death, the heartbeat of almost every one of these 
victims could have been restored. 

“We have had patients here with recent occlusion 
producing enough new damage to hospitalize them. 
In spite of this, we have reversed death in 10 such 
victims, and eight of them are alive months and years 
later.” 

Since they have proven that death can be reversed, 
Drs. Beck and Leighninger have been concentrating 
considerable attention on prevention of electrical 
shock in susceptible hearts. 

According to the two specialists, the significance of 
the oxygen differentials in such hearts is out of all 
Proportion to the structural change in a coronary 


laboratory dog has been anesthe- 
tized with the Heidbrink anesthesia 
equipment shown on the left, and the 
heart fibrillated by electric shock. 
The Beck-Rand Closed Chest Heart 
lung Machine has kept the brain 


dlive by pumping the closed chest 
for over an hour. 


artery that produces them. Reduction of differentials 
is brought about by moving blood from the pink, 
well-oxygenated muscle, to the blue, poorly-oxygen- 
ated muscle. This transfer is brought about by open- 
ing up small non-functional channels that already 
exist, and by the creation of new intercoronary arte- 
rial channels. This is accomplished momentarily by 
the vasodilating drugs, and permanently by the Beck 
operation, a simply done, surface operation on the 
heart. 

“You will recall,” went on Dr. Beck, “that I men- 
tioned Crile’s astute remark about the importance of 
overcoming anemia of the brain in resuscitation. It is 
of first importance, and so you will understand that 
the fundamental technic of cardiac resuscitation is, 
one, get oxygen into the lungs and circulate it to the 
brain; and two, restore the heartbeat. 

“The brain cannot be without oxygen for more than 
five minutes at the very most. The good heart, like 
the good clock, can be restored to ticking at a later 
moment. If the patient is dead longer than five to 
eight minutes, we do not even attempt resuscita- 
tion, because the human being would become a 
‘vegetable.’ Fortunately for our peace of mind, how- 
ever, if the brain is gone, the victim usually dies any- 
how.” 

The resuscitation procedure is divided into two 
parts. Reduced to bare outline, part one consists of 
getting oxygen into the lungs and circulating it to the 
brain. Both are essential; one without the other is no 
good. 

The best method involves the use of an intratra- 
cheal tube and a rubber bag of oxygen which is 
squeezed by hand. The next best method is the use 
of an airway in the mouth, a face mask over the 
mouth, and a bag of oxygen which is squeezed by 
hand. Next in order are mouth-to-mouth-double- 
airway breathing methods. If the trachea is ob- 
structed and cannot be cleared, tracheotomy is done. 

The second part of the procedure is the opening of 
the chest for hand pumping of the heart, which is 
begun immediately. There are several methods of do- 
ing this, but general rules ‘apply to all of them: both 
ventricles are to be emptied; the grip on the heart is 
purposely relaxed to allow filling (there is no pres- 
sure behind the venous flow); an empty heart is not 
squeezed; and the heart can be bruised or a finger 
stuck into one of the cavities by excessive force. The 
rate of pumping varies from 60 to 80 a minute. An 
arterial pressure of 80 to 100 mm. Hg can be produced 
by good pumping. 

(Continued on next page) 
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“To try to reverse death by opening the chest and 
pumping the heart,” observed Dr. Beck, “is a mag- 
nificent but unpleasant task of resuscitation. The 
procedure, up to now, has been more or less limited 
to hospital operating and emergency rooms or other 
adequately equipped areas, though the technic itself 
does not require formal medical training, as our re- 
suscitation courses have proven. 

“Our goal now is to make the procedure mobile— 
to get it to the man or woman who drops dead on the 
course after a game of golf, or on the sidewalk after 
shoveling snow. The closed chest method of resusci- 
tation, developed at Johns Hopkins just a few months 
ago, has given us added impetus. It’s a good technic, 
but it’s strenuous for a lone operator to maintain 
anything like consistent, regular resuscitation against 
the chest all over a long period of time. 

“We are now hopeful we have found the solution. 
Working with H. J. Rand, we have developed a 
closed heart lung machine, which both administers 
oxygen and mechanically pumps the heart.” 

Dr. Beck glanced at the clock. “An hour ago,” he 
said, “Dr. Leighninger electrocuted one of our lab- 
oratory dogs. The new machine, which we’re using 
for the first time,* has been keeping the dog alive by 
pumping the fibrillating heart and moving oxygen- 
ated blood to the brain. In 10 minutes he will attempt 
to reverse the death with an external defibrillator. 
Shall we go watch?” 

When we arrived, the Beck-Rand Closed Heart 
Lung Machine was pumping the closed chest, squeez- 
ing the heart between the sternum and spine at a 
rate of 60 times a minute, moving the sternum up and 
down about one-and-a-half inches. The dog’s paws 
were cold to our touch, his lolling tongue was par- 
tially blue. 

An intratracheal tube in the dog’s trachea was 
connected to the breathing device of the machine so 
that every other time the plunger came off the chest, 
about 500 to 700cc of room air was delivered to its 
lungs. 

Dr. Leighninger had injected two cubic centimeters 
of epinephrine solution (stock adrenalin, 1:1,000 
concentration) subcutaneously over the sternum so 
that the plunger massaged the adrenalin into the 
circulation. The dog’s EKG as well as the aortic 
blood pressure were continously recorded. The Beck- 
Rand machine had maintained a normal blood pres- 
sure for over an hour. 

Ten minutes after our arrival, Dr. Leighninger 


*This experiment was conducted March 8. 


ij Dr. Beck points to the tube that carries air or oxygen frop 


the respirator portion of the Beck Rand machine to the}, 


tratracheal tube of the dog. During this interview, 4} 


famed heart pioneer stressed that the first concem ; 
getting oxygen into the lungs and circulating it to th 
brain. Restoring the heart beat is secondary. 


Below, Dr. Leighninger puts in place the electrodes whis 
shortly shocked the dog’s heart out of fibrillation and «. 
stored him to life, and a complete recovery. In the bac. 
ground is the Rand defibrillator, which was used to sho¢, 
the heart into convulsion. It cannot be used for defibrilly 
tion with the closed chest method because it does not cary 
sufficient voltage. 


defibrillated the heart by passing a current of eec- 


tricity of 440 volts through the intact chest for one- 
quarter second. 

Shocked out of fibrillation, the heart started beat- 
ing again. Simultaneously, the tension in the room 
broke as the heartbeat on the EKG strengthened 
and steadied, and two specialists, two laboratory as- 
sistants and one visitor breathed normally again. 

The machine was turned off as soon as the heart 
was defibrillated. The dog was disconnected from 
the monitoring devices and was breathing on his own. 

“We anticipate,” said Dr. Beck, “that a modification 
of the machine will be placed in all rescue trucks, in 
doctors’ office buildings, perhaps in large office build- 
ings, in baseball parks and other areas where crowds 
congregate. It will be portable so that the victims 
can be transported to the hospital where the heart 
beat can be restored by closed or open technic, which- 
ever is necessary. 

“It is realized, of course, that not every death can 
be successfully reversed. To fail, of course, is to in- 
vite criticism. To do nothing, like the high priest, is 
to be perfect.” 

Taking his leave to say goodbye to a South Ameti- 
can physician who was leaving for home following 
his recovery from cardiac surgery, Dr. Beck extend- 
ed his hand. The strong, sure hand of a man who all 
his adult life wanted only to “do something” for 
hearts to good to die, and in doing it, dealt death its 
most stunning defeat, and gave life another chance. 


The dog on the table was stirring slightly as we left 
the laboratory. We touched him in passing. His paws 
were warm, his tongue was a nice, healthy, all-one- 
color pink. 
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 defibrill D of asepsis.” This introductory statement gives after surgery. 

PS not cam the reason for making the comprehensive new film, Animated charts and diagrams define the struc- 
« ‘Disinfection of Skin’—the first of its kind to cover ture of the skin, show the location of various surface 
all phases of skin disinfection, both by demonstrating and interior bacteria, and tell how these may be af- 

antiseptic procedures and explaining the theory be- fected by disinfecting methods. 
@ hind them. The film demonstrates various technics for cleans- 
Photographed in color with narration written by ing the skin of O.R. personnel, including the proper 
Carl W. Walter, M.D., surgeon, Peter Bent Brigham use of various types of disinfectants, and for prepar- 
Hospital, Boston, the motion picture deals with dis- ing the area of the patient’s skin through which an 
infection of the skin of both patients and personnel incision will be made. 


“Disinfection of Skin,” spon- 
sored by the American Medical 
Association, the American Col- 
lege of Surgeons, the Ameri- 
can College of Surgeons, the 


American Nurses’ Association- 
National League for Nursing, 
. and the American Hospital 
| Association, was produced by 
ra the Surgical Products Divi- 
t of elec. ball sion, American Cyanamid Co., 
for one- and co-sponsored by Winthrop 
4 Laboratories, New York City, 
ted all J and the Aeroplast Corp., Day- 
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Bacteria thrive in these structures 
and often lie too deep to be 
reached by skin disinfectants. 


Preparation of the patient's skin 
begins in the surgeon's office, 
where the patient is taught a 
routine for daily cleaning of the 
operative area—a routine to be 
performed twice daily for at 
least five days preceding surgery. 


Nails must be kept short so that 
the bristles of a scrub brush can 
scour out soil and desquamating 
epithelium. A stainless steel nail 
file is most efficient for scraping 
out the subungual spaces which 
harbor many bacteria and are 
difficult to clean. Brushes and files 
must be terminally heat-sterilized 
to avoid the carry-over of organ 
isms from one pair of hands to 
another. 
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GLOVE JUICE TEST 


@ Consistent use of germicidal agents 
for suppressing skin bacteria and 
f proper use of a contrasting sur- 
structures face-active germicide after the 
P to be surgical scrub result in skin so 
tants, free of bacteria that few organisms 
can be cultured from inside gloves 
worn during surgery. 


> 
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A lubricating germicide rubbed 
into the skin after the scrub aids 
at's skin in subsequent gloving and elimi- 


5 office, nates the hazards of glove powder. 
aught a The treated hands are exposed to 
y of the a blast of warm air from an elec- 
stele § tric dryer in lieu of toweling. Re- 
for at { sidual germicide is thus left on the 
surgery. skin rather than on the towel, and 
incidentally, skin chapping is 
minimized. 
- 
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mating aterproof plastic film sealed to 
el nail the skin as a surgical drape is an | 
craping excellent barrier to the transmisson - ; 
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Q. Do you think that glove basins should be elim- 
inated from the operating room? 

A. The surgeon and members of his team need to 
wash their gloves from time to time during an opera- 
tion to remove blood and annoying bits of tissue. 
This boasts morale and facilitates work. 

A few precautions, however, are in order. Once the 
solution is fouled with glove powder, it must be 
changed, because foreign-body wound reactions are 
frequently associated with implants of glove powder. 

When malignancy is encountered, the solution is 
changed to avert the carry-over of malignant cells to 
unaffected tissues. Similarly, when infection is pres- 
ent, the glove basin must be considered with drapes 
and instruments in taking measures to prevent the 
spread of infection. 

Because many germicides are inhibited by protein 
soil, solutions in glove basins must be changed fre- 
quently to avoid dilution of bactericidal effect. 


Q. We autoclave mineral oil at 250° F. for 60 min- 
utes and leave it in the autoclave for three hours 
afterward with steam in the jacket only. Is this suffi- 
cient time? 

A. Mineral oil is more simply prepared by the fol- 
lowing technic: Bottle 50-cc. quantities in pyrogen- 
free Pyrex containers. Add 1 ce. of sterile distilled 
water and shake well immediately before steriliza- 
tion at 250° F. for 30 minutes. 


Q. What equipment is needed in the sterilizing 
room which is located between two operating rooms? 
A. The sterilizing room between operating rooms is 
usually equipped with a dry-heat sterilizer; a blank- 
et warmer for dehydrating cotton blankets; a warm- 
er for flasked solutions; an emergency sterilizer; an 
instrument washer-sterilizer for preoperative and 
terminal sterilization of instruments, and a flushing- 
rim service sink for rinsing the mop used to clean the 
floor between cases. 

Scrub sinks are located at the far end of the room. 
The surgeon is thus forced to pass through the 


sterilizing room daily. He is exposed to its problems, 
and his responsibility in this area, which is usually 
dormant, is aroused by daily exposure. Modern 
technics of ventilation and acoustic treatment, along 
with improved sterilizer design, have eliminated the 
burden of heat and noise. 

The ceiling in this area should be of pressed cork 
to provide acoustic properties and to prevent con- 
densation of steam which would drip on exposed, 
sterile instruments. 


Q. Are cabinets necessary in the operating room or 
is it better to arrange a room without them? 

A. Some form of cabinet. arrangement is necessary 
in the operating room to accommodate the sterile 
supplies necessary for a day’s work. Another cabinet 
of shelves provides space for unsterile equipment and 
supplies. Cabinets are usually located on walls ad- 
jacent to the corridor door so that supplies can be 
replenished or removed without inconvenience to the 
team at work in the room. 


Q. Do you think that routine throat and hand cul- 
tures on employees in the operating room have 
enough value to justify the time consumed in ob- 
taining them? 

A. Cultures of the nasopharynx, throat and skin 
identify carriers of epidemic strains of organisms. 
However, the bacterial reflection of hospital person- 
nel is altered by many factors, including environ- 
mental exposure, personal hygiene, and the presence 
of respiratory or gastrointestinal disease, and rou- 
tine cultures are only a panoramic index. 

When cultures are in order, it is easier and more 
significant to culture the material which collects in 
gloves worn during an operation and to culture a 
mask after it has been worn for 30 minutes. 


Q. I have read that soap will neutralize Zephiran. 
Does it neutralize the G-11 preparations as well? 
A. The quaternary ammonium compounds (Zephi- 
ran, Roccal, Ceepryn, Detergicide, to name:a few) 
are cationic germicides. They react with anionic 
agents, and their activity is impaired. Soap is an 
anionic wetting agent. When it is used in conjunc- 
tion with a quaternary, all traces of soap must be 
removed to avert dermatitic reactions and inactiva- 
tion of the germicide. Soaps containing hexachloro- 
phene (G-11) have this same incompatibility. 


Q. Can gas machines be left in the operating room 
at the end of the day? 

A. The NFPA bulletin mentioned above specifies 
that one machine and its accompanying tanks can be 
left in each room. Others are stored in the ventilated 
room provided for cylinder storage. 


Q. Are there any specifications for overhead lights 
being explosion-proof? 

A. If the light can be lowered into the hazardous 
location, switches must be of explosion-proof design. 
Other specifications are outlined in detail in the Code 
for Use of Flammable Anesthetics, available from ‘he 
National Fire Protection Association. 
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” Blek, S.D., and Fleming, P.C.: “A Nasal swabs on newborns 
New Technic for the Control of showed staphylococci in over 50 
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. 2:569, September 10, 1960. boring a_ penicillin-resistant 
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, antibiotics have been tried and four times daily, and positive 
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found to be esthetically objec- 
tionable. Furthermore, there is 
always the question—do they 
reach the critical areas in the 
nose? 

In this study, it was reasoned 
that if a concentrated solution of 
penicillin, active against all pyo- 
genic staphylococci, were spray- 
ed into the environment, droplet 
nuclei of antibiotic would follow 
the same pathway as the staphy- 
lococci. An adequate concentra- 
tion might reach the nasal 
mucosa; the discharge of staphy- 
lococci would be cut off, and 
the percentage of contaminating 
organisms in the environment 
would be diminished. 

A synthetic derivation of pen- 
icillin with the same biological 
activity, BRL 1241 (Celbenin, 
from England), was chosen for 
study. Solutions of the com- 
pound were stable for several 
weeks when kept frozen. The 
dry powder was stable at room 
temperature for indefinite peri- 
ods. Solutions containing 1,000 
mg./ml., when stored at 37° C., 
lost all activity in two days; at 
22° C., all activity was lost at 
five days; at 10° C., activity was 
lost in eight days. 

A maternity unit was chosen 
for study. Ward and nursery 
Were separate sections but ad- 


nasal cultures dropped to 12.4 
percent. Coagulase-negative mi- 
crococci, resistant to BRL 1241, 
then appeared and gram-nega- 
tive flora colonization was ob- 
served. 

In the six months the units 
were sprayed with 4.1 Gms./day, 
340 babies were born. Fourteen 
of these had minor lesions— 
sticky eyes or small skin pust- 
ules from which Staphylococcus 
pyogenes was recovered. There 
were no infections in the new- 
born housed in the treated unit. 

Nasal cultures were done on 
58 postpartum patients in the 
treated ward. Eleven were posi- 
tive on the first day of treat- 
ment; after five days of expos- 
ure to the treated environment, 
there was one positive culture. 

After six months experience 
with the environmental spray, 
dust cultures were made. In the 
control ward there were 20,000 
pyogenic staphylococci per gram 
of dust. In the treated ward, 
there were none. 

An attempt to obtain resistant 
mutants was unsuccessful, and 
it appears unlikely that resistant 
strains will emerge in clinical 
lesions. Because the drug is sta- 
ble in its dry form, the authors 
believe there is a build-up of 
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active BRL 1241 in the environ- 
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Farrer, Sanford M., and MacLeod, 
Colin M.: “Staphylococcal Infections 
in a General Hospital.” Am. J. Hyg. 
72:38, July 1960. 


This is the story of a well-or- 
ganized study of a general hos- 
pital of 804 beds and 68 bassi- 
nets. The study was undertaken 
in a nonepidemic environment 
and continued over a 12-month 
period. 

A hospital-wide system of 
regular reporting was organized 
through the residents. A stand- 
ard questionnaire was affixed to 
the patient’s chart on admis- 
sion. If infection was present at 
the time of admission, it was 
noted on the form. If infection 
developed during the hospital 
stay, details were entered on 
the form. If the clinical labora- 
tories isolated coagulase-posi- 
tive staphylococci in routine 
cultures, there was a followup 
to determine whether there 
were manifestations of clinical 
disease in the patient. 

The pathologists looked spe- 
cifically for staphylococci at au- 
topsies. Personnel were ques- 
tioned and examined through 
employee health clinics, the out- 
patient department, student 
health clinics, and nursing serv- 
ice surveys. 

Three types of infections 
were tabulated: those present 
on admission, with both clinical 
and bacterial signs; those ac- 
quired during the hospital stay, 
and those in personnel. The data 
on infections found on admis- 
sion was difficult to classify, be- 
cause 46 percent of patients had 
been admitted previously with- 
in the two months preceding. 

Some interesting figures ac- 
cumulated showed that 319 pa- 
tients in the year acquired infec- 
tions and the lowest rate was in 
the newborn (up to one month 
of age). Ward patients consti- 
tute 37.6 percent of the total 
hospital population, and 49.2 
percent of the infections were in 
this group. Semiprivate patients 
constitute 49.2 percent of the to- 
tal population, and 36.4 percent 
of the infections were in this 
group. The question is raised as 
to just how important is cross- 
infection on the open wards. 

Forty-four percent of infec- 


tions were in patients who had 
received antibiotics just prior to 
the onset of infection. Sixty per- 
cent of infections were in post- 
operative patients; 15 percent 
were respiratory infections, and 
13 percent were cutaneous. 

There was a definite and un- 
expected decline during the 
summer months. 

Fifteen of the 19 services were 
involved; 52 percent of infec- 
tions were on the general and 
neurological services. The low- 
est incidence was on the oph- 
thalmological and_ obstetrical 
services. 

Wound infections appeared 9.8 
days postoperatively. Thirty-five 
percent were associated with di- 
gestive-tract surgery—predom- 
inantly on the gallbladder. 

Sixty-five percent of infec- 


tions were in surgery in the 
“clean” category—herniorrha- 
phy, mastectomy, sympathec- 


tomy, thyroidectomy. (“Dirty” 
surgery in this study included 
any with actual or potential con- 
tamination; intestinal resection; 
cholecystectomy; perineal sur- 
gery, and skin grafting of ul- 
cers.) 

Of the 66 personnel who had 
staphylococcal infections, 54 per- 
cent were nurses—19.7 percent, 
graduate nurses; 6.1 percent, 
practical nurses; and 28.8 per- 
cent, students. 

The hospital or epidemic 
strain and the community strain 
were the same—52 42B 80/81— 
and 32 percent of infection found 
on admission and 32.4 percent 
of hospital-acquired infections 
were of this strain. 

Another interesting incidental 
finding was that the mortality 
rate is high with infections, but 
the death certificate is not an 
accurate index. Eighty certifi- 
cates were reviewed in which 
infection was a known cause of 
death, and only half mentioned 
the presence of infection. 

In 699 deaths occurring over 
the year, nine percent were as- 
sociated with a staphylococcal 
infection. 

Hospital stay went as high as 
34 days, but the average was 10 
days. 

The prevailing assumption 
that wounds were infected in 


the operating room was investi- 
gated. The incubation period for 
a staphylococcal infection is onc 
to two days, and an infection 
from foreign-body reaction 
appears in 24 to 48 hours. The 
average postoperative infection, 
however, did not produce any 
exudate until nine days after 
surgery. This finding suggests 
very strongly that the wounds 


were being infected in the post- Firs 


operative period. The authors — 


caution that wound treatment 
and handling must be as pre- 
cisely aseptic in this period as at 
the time of surgery. 

The admission of community 
infections is as great a hazard as 
hospital-acquired infections, 
and isolation begins at the hos- 
pital receiving station, where 
patients suspected of infection 
are isolated until diagnosis is 
proven to be otherwise. 


“A New Synthetic Penicillin—Ex- 
perience in the Therapy of Resistant 
Staphylococcal Disease” (Abstract 
of papers from the State University 
of New York Upstate Medical en- 
ter, Syracuse). Current Therapeutic 
Research 2:509, October, 1960. 


Strains of Staphylococcus au- 
reus resistant to penicillin G 
have succumbed in both in vitro 
and in vivo studies to a syn- 
thetic, penicillin X-1497. Thirty- 
five consecutive patients with 
infections due to _ penicillin- 
resistant staphylococci . were 
treated with X-1497. All 35 re- 
sponded, tolerated the drug well, 
and suffered no side-effects. 


Lidwell, O.M.: “Evaluation of Ven- 
tilation.” J. Hyg. (Camb.) 58: 297; 
September 1960. 


This article is valuable for the 
architect or bacteriologist con- 
cerned with ventilation and its 
relation to infection. It describes 
parameters useful in evaluating 
any system. Ventilation specif- 
ics are outlined in terms of 
volume of ventilating air to be 
supplied rather than ventilation 
rates. It illustrates how efficient 
a ventilating system can be in 
protecting a particular position 
from exposure to air-borne con- 
tamination. 
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a1 Topics 


First of a three-part series: 


Centralf 
Supply § 


Planning the Central Service Department 


As the demand for efficiency and 
speed in the modern hospital has in- 
creased, the central service room has 
emerged as the nucleus of hospital 
service. Once merely a dispensing 
point and possibly a place for per- 
forming routine chores, central serv- 
ice has in many cases become the 
focal point for processing, sterilizing, 
and dispensing practically all opera- 
tional equipment. Many hospitals are 
today faced with the problem of re- 
designing the central service room 
to keep abreast of the increasing de- 


LEGEND: 
1- Laundry 
- General stores 
- Central service room 
- Operating suite 
- Obstetrical units 
- Nursing units 
x- Elevators 
Figures A, B, and C depict three floors 
of a hospital in which related units are 
decentralized. Figures A-1, B-1, and 


C-l illustrate the centralization of 
these units. 
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mands made upon its facilities. 
However, when an administrator 
decides to re-design his central serv- 
ice, he must keep foremost in his 
mind that there are as many ideal 
plans for a central service as there 
are hospitals; each institution has 
its own established routines. Of op- 
posed systems, each has its merit 
and value, dependent upon the de- 
partments it services. That material, 
work-flow pattern, or arrangement 
which works most efficiently under 
one set of circumstances can totally 


break down under another. 

With these realizations in mind, 
the writers of this article have com- 
piled various data to form a check- 
list of certain basic considerations 
necessary in re-designing a central 
service area. This list is a guide to 


preliminary re-design planning 


rather than a complete, definitive, or 
final master plan. It in no way ex- 
hausts the possibilities inherent in 
re-design. 

Many problems exist. Oftentimes, 
because of its originally limited func- 


85 


y 
- 
| 
Bik 
ii al 
Ft. 2ND FL. 3RD. FL. 
it Hil 
A-| B-| C-l 


@meme SOILED 
@mewne CLEAN 
STERILE 


tion, the room was located in some 
relatively inaccessible nook or cran- 
ny of the hospital. In such cases not 
only re-design but relocation is re- 
quired (see Figure 1). 


Planning 


Pre-planning is essential. A thor- 
ough analysis of tasks currently per- 
formed is, of course, required, but 
of even greater importance is a re- 
alistic estimate of the additional du- 
ties that may be assigned in the fu- 
ture. 

The following list contains some 
basic information which should be 
determined before planning begins: 

1. Specific services to be per- 
formed by the central service room. 

2. Number of hospital beds at op- 
timum occupancy. 

3. A complete list of all supplies 
and equipment to be processed. 

4. Number of units of each type 
of equipment and time required per 
unit, plus a safety factor. 

5. How each special task is to be 
performed and who will perform 
it. 

6. Size of each work station. 

7. Number of hours the CSR will 
be in operation per day. 

8. Facilities needed for the de- 
partment—plumbing, electrical out- 
lets, and so forth. 
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9. Type of distribution service an- 
ticipated. 

10. Contemplated method for with- 
drawal of items. 

11. Whether students will be used 
and taught in this department. 

12. A study of related depart- 
ments, such as OR, general stores, 
laundry, purchasing, nursing units, 
and so on. 

13. Number and type of storage 
facilities required. 

As each job to be performed is 
broken down into its components 
and estimated time assigned, the 
estimated hourly values, if based on 
existing requirements, should be in- 
creased by 20 percent to allow for 
expansion and period of overload. 

For example, if rubber surgical 
gloves are being processed, investi- 
gations will indicate that about 30 
gloves are processed per month for 
every bed in an average hospital. 
With this figure in mind, plus a de- 
cision as to where the gloves will 
be washed, it should be determined: 
(1) whether single- or multi-pur- 
pose glove processing equipment 
will be used; and (2) whether the 
glove-processing area will be en- 
closed or open. A thorough study of 
time and methods used in glove 
processing should enable the planner 
to allot adequate space for this op- 
eration. 


FIG. 2 


This diagrammatic sketch of an ideo! 
central service room illustrates the basic 
work flow requirements from top to bot. 
tom: receiving, processing, distribution, 


Again, research will show that 
the processing of needles is usually 
a part-time job (except in the very 
large hospitals), and that it requires 
approximately one and a half hours 
for one washer to clean 200 needles 
manually. The same task can be per- 
formed in 25 minutes by a mechani- 
cal cleaner. A minimum of six need- 
les per bed per day should be 
planned on. Although the volume is 
large, needle processing is not a 
lengthy task. However, the time 
and methods of needle processing 
should be studied to determine the 
size of the work station required 
for any particular hospital. Obvious- 
ly, if disposables are being used a 
bare minimum of space is required. 

Because central service rooms 
vary widely in assigned tasks, it is 
suggested that allocation of space 
be based upon the types of work 
actually performed rather than on 
rule - of - thumb, number - of - bed 
percentage. 

In general, two methods for es- 
timating the space requirements for 
a CSR are currently being used— 
one for total space, and another for 
job areas within the total area. In 
many instances these estimated 
space requirements have been taken 
at their face value: 

A) X number of square feet per 
hospital bed, the most accepted fig- 
ure being eight square feet. 

B) A specific percentage within 
the total area for the performance 
of given tasks: 


5% 
Receiving, sorting, and 
clean-up ........... 8% 
Clean work area .........- 45% 
Solutions, including needles 
and syringes .......-.- 12% 
Sterile storage .........- 15% 
Unsterile storage and equip- 
ment storage ........ . 15% 
100% 
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In a hypothetical case, if eight 
square feet per bed were used for a 
1,200-bed hospital, 9,600 square feet 
of space would be required for the 
central service room. Actually, this 
amount of space might not be needed 
for a hospital of this size. 

Furthermore, if the percentage 
rule were applied to this area, a 
space approximately 24’x20’ would 
be required for glove processing, 
while a space only slightly larger, 
approximately 30’x25’, would be as- 
signed for all receiving, sorting, and 
clean-up. This latter space would 
also presumably include an adequate 
traffic lane for all items entering the 
CSR, a cart-washing and holding 
area, janitorial services for CSR, 
and so on. It is very doubtful wheth- 
er all of these functions could be 
accomplished satisfactorily in an area 
only slightly larger than that needed 
to process gloves. 

As stated above, 9,600 square feet 
might be much more area _ than 
would actually be required for a 
specific 1,200-bed hospital. However, 
even if total space could be reduced 
by half, the new allocation of areas, 
based on the percentage system, 
would be just as unrealistic (12’x 
1” for gloves and 15’x13’ for re- 
ceiving, sorting, and clean-up) and 
could not possibly fill the hospital’s 
needs. 

It is apparent, then, that each op- 
eration in central supply should be 
analyzed separately, and allocation 
of space should be determined by 
actual job requirements. Frequently 
a thorough analysis of time require- 
ments will result in substantial sav- 
ings of total space by indicating that 
certain work stations can accommo- 
date two or more “part-time” jobs 
efficiently. 

The location of central service 
should be determined by distribu- 
tion requirements. Ideally it should 
be located with optimum access to 
all departments that it serves: sur- 
gery, OB, nursing units, and so on. 
When listing the departments to be 
serviced, the administrator should 
Weigh the relative importance of 
each unit in terms of distribution 
speed, 

After establishing location and 
space requirements, actual room de- 
sign can be considered. In general, 
there should be as few walls or ir- 
regularities in the room as possible. 
The primary consideration within 
the area itself is providing smooth 
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work flow while maintaining func- 
tional automomy for each work sta- 
tion. There should be no interfer- 
ence between work stations, nor 
should stoppage in one area serious- 
ly impede work in other areas (Fig- 
ure 2). 

At this stage in the planning, much 
duplication of facilities can be eli- 
minated by consolidation and cen- 
tralization of such equipment as 
sterilizers and stills. If students are 
to be taught in central service, suf- 
ficient space should be provided at 
each work station so that their pres- 
ence will not interfere with the 
work flow. 


Design 

The interior of the central serv- 
ice room must be based upon two 
essential principles: uninterrupted 
work flow, and maximum flexibility 
for future alterations. The following 
list of suggestions will give some in- 
dication of what considerations are 
needed: 

—Planning should begin with the 
simplest work flow possible: receiv- 
ing, processing, and dispensing. 

—In processing, unsterile stations 
and items must not be brought into 
contact with sterile ones. 

—Stoppages in one area must not 
impede other areas. 

—The expansion or elimination of 
a particular station should not inter- 
fere with overall operation. 

—Stations along one continuous 
counter frequently are likely to be 
affected by stoppages at any point 
along the line. 

—Portable equipment should be 
considered for future expansion or 
re-design. 

—Much of the processing within 
the room can be centralized; for ex- 
ample, all sterilization should be 
done in one area. 

—Each station should be flexible; 
if it is not operating full-time, it 
should be suitable for more than one 
operation. 

—Mobile casework can be moved 
to expand or reduce work areas dur- 
ing future re-design. 

—Mobile shelving units with self- 
locking casters provide adequate 
partitions and reduce the number of 
walls necessary. 

—Mobile cabinetry and under- 
the-counter units with flexible 
shelving provide maximum storage 


ANCHOR 


ALL-NYLON 


‘SURGEON’S BRUSH 


Anchor Brushes are tough...each is 
guaranteed to take 400 or more 
autoclavings. 112 soft, firm tufts are 
specially tapered for better scrub-up 
efficiency with utmost comfort. 


rimped bristles mean better soap 
retention...grooved handles permit . 
firmer gripping. Each brush weighs 
but 1% oz. and is designed for 
use in Anchor stainless steel brush 
dispensers. 


Durability and performance mean 
true economy. Order by the dozen 
or gross through your hospital sup- 
ply firm today. 


Other outstanding Anchor products 
include— 


e All-Nylon Emesis Basins 
e All-Nyion Drinking Tumblers 


e Stainless Steel Surgeon’s Brush 
Dispenser 


Sold Only Through Selected Hospital Supply Firms 


-ANCHOR BRUSH COMPANY 


AURORA, ILLINOIS 


THE BARNS-ELY COMPANY 
1414-8 Merchandise Mart Chicago 54, Illinois 


For further information see postcard opposite page 106. 87 
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versatility 
changes. 

—Instead of austere white, quiet- 
ly-colored walls and casework can 
be color-coded to designate differ- 
ent areas of the room as “contamin- 
ated,” “clean but not sterile,” and 
“sterile.” 

—Provision should be made for 
janitorial services, janitorial. stor- 
age, and waste receptacles. 

—Hand sinks should be provided 
for workers at each station if pos- 
sible, to eliminate the necessity of 
interrupting other work stations. 

—If the central service is a large 
one, staff toilets, drinking fountains, 
and even a coffee-break lounge will 
eliminate valuable man-hours spent 
traveling long corridors. 

—In providing for staff comfort, 
air-conditioning or sufficient ventil- 
ation, comfortable stools and chairs, 
and adequate under-counter knee 
Space are all considerations which 
lead to a more efficient operation. 

—A holding area should be pro- 
vided for carts coming from steriliz- 
ers. 

—A sufficient number of electrical 
outlets is necessary to handle porta- 
ble equipment 


and facilitate future 


CHECKLIST OF SERVICE 


Solution 


If intravenous solutions are made 
in the hospital adequate space 


PHARMACY 


should be allocated for compound- 
ing these. There should be a 24- 
hour supply on hand in both central 
supply and surgery 


Flasking 


Flasking of normal saline, dex- 
trose, and so on, should be done un- 
der the most sanitary conditions. 
This area should be divided into two 
distinct parts: the washing and rins- 
ing section, and the compounding 
and filling section. There should be 
accommodations for a 24-hour sup- 
ply of sterile water in central serv- 
ice as well as in OR and OB. Be- 
cause in all but the largest hospitals 
flasking is a part-time job, this area 
could be considered for another use. 


Needles and syringes 


Disposable needles and syringes 
are being used increasingly, and it is 
well to consider at this time wheth- 
er disposable items might be more 
economical than processing non-dis- 
posables. If needled and syringes 
are to be processed in an adjacent 
area, here is an opportunity to share 
one still with the flasking operation 
by piping through a wall. Because 
these instruments are sometimes 
highly contaminated, they must not 
enter the same area that handles 
flasking or solutions. 

It has been estimated that the av- 
erage hospital uses six needles for 
each bed per day on the average. 


“Alright, if you think the pills have absolutely no effect, how 


about buying them for placebos?” 


Consequently, 
large, a syringe washer is recom. 
mended to eliminate transmission of 
homologous serum jaundice, and ty 
reduce breakage. 

Sonic energy cleaners can greatly 
increase over-all efficiency in this 


if the hospital i 


department. (Estimated breakage 
with mechanical syringe washer js 
0.5 percent.) If possible, there 
should be a direct route from needle 
and syringe area to the sterilizers, 


Gloves 

As with syringes, it is wise to es- 
timate the number of gloves used 
daily and weigh the cost of mechan- 
ical processing against the cost of 
disposables. The average hospital 
uses approximately 30 gloves for 
each bed per month. If gloves are to 
be sterilized in central service, as is 
generally the case, they should also 
be washed and processed there rath- 
er than in the laundry or surgery. 
Proper planning at this time with 
qualified ventilating engineers could 
eliminate the necessity for a spe- 
cially enclosed glove room. 

Glove dryers are essential equip- 
ment for this department. 


Linens 


Linens can be folded in the laun- 
dry before they arrive at central 
service for packaging and steriliz- 
ing. If the laundry is next to central 
service, pass-through shelving par- 
titions between the two units will 
facilitate processing and_ eliminate 
double handling. If the linen is to be 
folded in central service, the assem- 
bly area should be equippped with 
rejection hampers and _ adequately 
sized work tables (4’x10’ is recom- 
mended for folding and assembly.) 

The assembly area should be lo- 
cated in the “clean but unsterile” 
area and should have adequate 
shelving for storage. A minimum 48- 
hour supply should be planned for— 
24 in storage and 24 in processing. I 
the hospital is large, there should be 
a 24-hour supply in certain units 
such as OB or surgery. 


General instruments 

Provision should be made for @ 
general instrument clean-up area 
This would be designated “contam- 
nated,” and would clean all utensils 
such as bedpans, recta! tubes, chest 
suction units, and catheters, coming 
from the units. 
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Sterilizers 

Unnecessary duplication of equip- 
ment can be eliminated also by con- 
glidation of sterilization facilities 
in CS. Standardization of equip- 
ment during re-design will avoid 
problems of servicing and operation 
later on. Sterlizers may be either 
recessed into a mechanically venti- 
lated closet or installed as cabinet- 
model units. Cooling hoods and wall 
louvres over the doors of recessed 
models will eliminate excess heat 
from the central service room itself. 

Each sterilizer should be equipped 
with three cars—one in a holding 
area, one undergoing sterilization, 
and a third being loaded. These 
eliminate unnecessary accumulation 
of articles waiting to be sterilized and 
thereby increase the flexibility of the 
work area. 


Storage 


General stores will replenish such 
supplies in central service as linen, 
gloves, needles, and syringe re- 
placements as well as detergents, 
soaps, tools, janitorial equipment, 
and accessories. Storage of bulk ap- 
paratus such as drainage equipment, 
oxygen tents, inhalers, and suction 
machines may well be centralized. 

In the unsterile storage, space 
for morgue sets, treatment trays, 
bandages, pads, gauze, communion 
sets, heating pads, ice caps, hot-wa- 
ter bags, hot-pack machines, paper 
tissue, medicine, splints, and gener- 
al-transportation carts should be 
considered in planning. Locked cab- 
inets must be provided for security 
items. 

Sterile storage should provide 
for items issued on a daily basis to 
the wards and units (see Linens). 
These would include floor sets, nee- 
dles, syringes, and a variety of in- 
struments. 


Processing 


Following receiving, disassembly, 
Washing, and rinsing, items will fol- 
low several routes throughout the 
central service area. Most of these 
branches will end up at the steriliz- 
ers. Equipment from infectious pa- 
tents should be disinfected either 
M unit decontamination area or in 
central decontamination area (color- 
coded red) within central service. 
Generally, single-purpose proces- 
Sing units ere best (one machine for 
Washing and another for drying, 
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rather than a single washer-dryer (although two units might share 
combination). Operations then can some equipment such as stills or 
overlap, and in case of mechanical sterilizers); the increasing trend, 
failure it is necessary to carry out however, is for these laboratory du- 
by hand only the failing operation. ties to be performed more and more 


within the central service system. 


ADVANTAGES, DISADVANTAGES OF If well planned, central service 


CENTRALIZATION can overcome wasted time, money, 
Although centralization can ma- and effort through reduced opera- 
terially increase the overall effici- tional costs and labor. Centralization 


ency of hospitals, some units should _leads to standardization of equip- 
remain autonomous. Today, most ment throughout the hospital, and 


laboratory work—the clinical, bac- the resulting consolidation of equip- 
teriological, and milk-formula labs ment frees qualified personnel to 
—is done outside of central service work in their rate capacities. 


CSR 
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Yearbook 
Available Now 


Published by 
Hospital Topics, Inc. 


@ CENTRAL SUPPLY YEARBOOK 
VOLUME NUMBER 3 


80 pages - spiral bound - $2.00 


Partial List of Contents Includes: 


Nurse Plays Vital Role in C. S. R. 
Sterilization of Cystoscopy Instruments 

Efficient Storage of Fracture Equipment 
Study of Disposable Syringe Units 

Planners Review Efficiency of C. S. R. 
Thermo-Plastics in Patient Care Devices 

Care of Stainless Steel Equipment 
C. S. R., Nerve Center of Comrnunity Hospital 

“O & O” Department Solves a Problem 


HOSPITAL TOPICS, INC. 
30 W. Washington St. Chicago 2, Ill. 
| would like to order. _____copy(s) of 
CENTRAL SUPPLY YEARBOOK, Volume 3 — $2.00 per copy: 


Nene 

State- 
ENCLOSE CHECK OR MONEY ORDER 
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301. Cord-clamp 


The Hollister umbilical cord clamp is now 
available in individual pre-sterilized 
packets. Lightweight disposable clamp is 
made of tough, resilient nylon, fits any 
size umbilical cord and maintains con- 
stant pressure as cord shrinks. Snaps per- 
manently shut in a second with one hand, 
requires no dressings. Usually removed 
after 12 hours. Also available as before in 
unsterilized form for hospitals that prefer 
to autoclave it with the OB instrument 
pack. Hollister Incorporated, 833 N. Or- 
leans Sx., Chicago 10, IIl. 


302. Disposable catheter 

Utility catheter, for use where 14 or 
16 French is required, combines desirable 
features of Nelaton and Robinson styles 
and can also be used as an aspirating 
catheter. Heat-sealed in exclusive peel- 
back tray keeping sterile field intact up 
to time of application. Sterile packaged 
for patient safety. Davol Rubber Co., 
Providence, R. I. 
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303. Glastint 

This glass coating, ap- 
plied to windows, 
doors by means of 
gravity flow, helps 
control damaging in- 
fra-red and ultra vio- 
let rays of the sun. 
Helps reduce fabric 
fading as much as 
97.8%, according to the 
manufacturer. Also re- 
duces glare, excess 
heat. Made in six light 
transparent shades; 
three deep glare tones; 
and three translucent 
frosties. Solarex Cor- 
poration, 6301 N. Sev- 
enth St., Phoenix 14, 
Ariz. 


304. Sno-Co 


New bedpan odor con- 
trol liquid is designed 
to eliminate the prob- 
lem associated with 
bedpan odors. A few 
squirts in bedpan im- 
mediately before use 
neutralizes offensive 
odors. Packed in 12 
oz. refillable plastic 
squeeze bottles. Snow- 
den Instrument Co., 
Laboratory Division, 
P.O. Box 186, Los Ga- 
tos, Calif. 


the Buyer’s Guig 
number on the reply 
card opposite page Ji; 


305. Sterilizing jars 


New non-tip base thermometer steriliz- 
ing jars feature a specially designed hexa- 
gonal base and extra heavy walls. Jars 
have unusual stability. Clear flint glass 
with high impact resistance is used. 
Available in three sizes: 4 x 1 in.; 4x2 in, 
and a screw cap type 44% x 1% in. Packed 
either bulk or individually boxed with one 
dozen to shelf carton. Mercer Glass Works, 
Inc., 725 Broadway, New York 3, N. Y. 


306. Plastic container 

A more effective container for shipment 
of blood, plasma and temperature-criti 
biologicals such as toxins and vaccines, 
is now being made available. One icing 
is sufficient in this light-weight foam 
plastic container for shipment of perish- 
ables by air to any point in the US, 
Europe or the Pacific. Container holds 
one unit of blood or serum plus one 
pound of ice, weighs three pounds alto- 
gether. Wet or dry ice is placed on bot- 
tom, fitted plastic foam disk is pla 
over it. Medical item is put in, seco 
plastic foam disk covers that, and closely 
fitting top cover is put on. Entire contall- 
er is then sealed in cardboard box ready 
for shipment. Archer-Reed Company, 
Dearborn, Mich. 
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307. Micronizer 


Anti-bacterial micro-fogging technic de- 
contaminates entire hospital and operat- 
ing rooms in less than one half hour from 
infections staphylococcus and other mi- 
crobes. Consists of mobile high-speed elec- 
trie micronizer which disperses a unique 
bacteriostatic agent. High potency resid- 
ual acting agent has been successfully 
hospital tested against airborne and sur- 
face contaminating micro-organisms. Hos- 
pital Products Div., Parachlor Chemcial 
Corp, 35th Avenue at 33rd Street, Long 
Island City 6, N. Y. 


308. Walking heel 


New walking heel for ambulatory cast 
Patients is lower in height to provide 
greater patient comfort, reduce possibility 
of forced limp. A true walking aid with 
Wide base for maximum stability. Easily 
applied, can be anchored more securely. 

tips on inner side set firmly in cast 
'o prevent lateral movement. Molded of 
rubber, strong, long-wearing, sufficiently 
resilient to provide adequate shock ab- 
Sorption. Special tread prevents slipping, 
will not mark floors. De Puy Manufactur- 
ing Co., Inc., Warsaw, Ind. 
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309. Nip-All 
Plastic straw with nip- 
ple adapter can be in- 
serted into baby bottle 
to permit feeding in 
normal sitting up, or 
semi-reclining posi- 
tion. Dangers of bottle 
feeding may be re- 
duced or eliminated. 
Made of plastic, will 
not cut or damage nip- 
ples; can be sterilized, 
will not change taste 
milk or formula. Dev- 
line Co., 157 Gable 
Road, Paoli, Pa. 


310. Blender 


Super power two- 
speed blender is spe- 
cially designed for 
heavy continuous use. 
Stainless steel con- 
tainer is easy to clean, 
sterilize, has 37% oz. 
capacity. Standard 
glass containers will 
also fit heavy duty 
unit. Operates on 115 V 
AC-DC. Warning Pro- 
ducts Corp., Winsted, 
Conn. 


311. Intercom 

New fully transistorized intercom system 
which needs only to be plugged into any 
conventional outlet for instant operation 
is now available. Two-way conversation 
can be carried on by a flick of the finger, 
or units can be utilized to monitor anoth- 
er room. Features extensive range with a 
built-in squelch circuit to keep interfer- 
ence at a minimum. Webster Producto- 
matic Corp., 182 Avenue D, Rochester 
21, 


312. Air conditioner 

Porta-cart air conditioners, recently in- 
troduced, offer economical convenient 
way of providing benefits of air condition- 
ing for hospital patients. Units roll easily 
from room to room, can be adjusted to 
fit windows of varying heights, eliminate 
installation expense and need for a cool- 
ing unit in every room. Consists of sturdy 
metai cart and G-E air conditioner. Unit 
is rolled to window, positioned with ad- 
justable handle to window level and slid 
into window opening. Side panels slide 
out and window is lowered on top of 
frame to assure weather-tight seal. Avail- 
able in choice of cooling capacities. Can 
be used with sash windows 305%” to 40” 
wide, with sill heights 24” to 37”. General 
Electric, Room Air Conditioner Depart- 
ment, Louisville Ky. 
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313. Vaporizer 

A new method of air treatment, the 
Ozium vaporizer, is said to help re- 
duce danger of airborne infection. 
Odors, smoke are noticeably cleared. 
Constructed to continually release 
sufficient vapor to treat an area up 
to 2,500 cu. ft. one pint of Ozium 
concentrate will last 30 days, run- 
ning continuously. Woodlets Inc., 
2048 Niagara St., Buffalo, N. Y. 


314. Apparatus support 
Multi-use support for all types of 
lab apparatus can be used from both 
sides; occupies minimum floor space. 
No need for dismantling. Forms a 
versatile lattice that can be adjust- 
ed to handle the most complex re- 
quirements. Labline Inc., 3070 W. 
Grand Ave., Chicago 22. 


315. Quick drying paint 

Teflate, an odorless, quick-drying 
durable paint for walls and floors, 
comes in eight attractive colors plus 
white. Sets up moisture barrier 
that shuts out all water-penetration 
of outside, above grade walls. Re- 
sists chemical fumes, salt water, 
grease, oil and general atmospheric 
conditions in commercial use. Rec- 
ommended for any surface but 
wood. Will not flake, blister or peel. 
Flexrock Co., 3609 Filbert St., Phil- 
adelphia 1, Pa. 
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316. Hospital bed 


Multi-height hospital bed with new 
two-section “Take-Apart’ spring 
(shown unassembled) can be fully 
assembled in less than two minutes 
without tools. All parts attached, 
nothing to get lost. Narrow stairs, 
doorways present no problem in 
transporting bed. Ideal for emer- 
gency services such as_ disaster 
units, civil defense. Heavy duty 3 
in. ball bearing casters are standard. 
Inland Bed Company, 3621 S. Michi- 
gan Ave., Chicago 53. 


317. Centrifuge 


High speed, high capacity refrigerat- 
ed centrifuge offers new advantages. 
Five angle heads, new continuous 
flow system is available. Tempera- 
tures as low as —20° C. are con- 
trolled within +1°C. Completely 
instrumented panel contains all con- 
trols, including automatic accelera- 
tion device, rpm and ammeter dial, 
automatic timer. Drive unit con- 
tains self-centering feature elim- 
inating critical balancing of samples. 
Motor itself is completely sealed unit 
requiring no lubrication. Interna- 
tional Equipment Co., 1284 Soldiers 
Field Rd., Boston 35, Mass. 


318. Anatomical stamps 


New series of over 250 anatomicg| 
rubber stamps offers a comprehen. 
sive coverage of all parts of th 
body including skeletal, muscular 
and organs. Reproduction plate js 
made of long-lasting rubber: deep. 
etched lines will give long service 
thousands of impressions. Lamin. 
ated to a clear plastic back anj 
handle having full size reproduction 
of plate on back for quick identif. 
cation. United Surgical Supplies Co, 
Inc., Port Chester, N. Y. 


319. Thoracic forceps 

Newly designed long DeBakey- 
Cooley Swedish stainless steel haem- 
ostats for chest, cardiovascular, deep 
abdominal and gall bladder sur 
gery are available in 7%, 9, 10, and 
11 in. lengths. Weigh approximately 
half as much as forceps presently 
available for deep disec ing. De- 
signed for manual pvecsion, in 
curved or right angles. Dennis R. 
Scanlan, Inc., 600 Pleasant Ave., St 
Paul 2, Minn. 


320. Wall clock 


Wall clocks, for mounting either 
singly or as part of a self-regulating 
clock system, are available in six 
colors to harmonize with institution- 
al decorating themes. Offered in 9, 
12, 15 and 18 in. sizes, clocks are 
factory-finished in anodized alum- 
inum; colors are non-tarnishing 
Flush mounted on walls, project less 
than two inches depending on clock 
size. Cincinnati Time Recorder Co. 
1733 Central Ave., Cincinnati 14 
Ohio. 
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321. O. R. table 
New “Lectrapoise” power control 
operating table incorporates latest 
improvements, including power head 
end controls, full length x-ray pene- 
trable top, quick-grip mattress pad, 
simultaneous power positioning, 
emergency mechanical bypass and 
double-clamp legholder sockets. 
Simple power controls, located con- 
veniently near head end, fully ma- 
neuver the table. Features gentle, 
effortless posturing through the full 
surgical range. American Sterilizer 
Co., Erie, Pa. 


322. Respiration unit 


Intended for use in conditions of 
circulatory collapse, other cardiac or 
circulatory problems, unit offers op- 
tional use of law negative pressure 
during expiration. Flow through 
negative pressure control is inter- 
rupted during inspiration so that 
source gas powering the negative 
phase is used only during expira- 
ton. No restriction to passive portion 
of normal expiration. Responds to 
patient impulse or to the automatic 
cycling control. No waste of medica- 


tion, Bennett Respiration Products, 
Santa Monia, Calif. 
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323. Table 


High model contemporary table for 
use in office or reception area, wait- 
ing rooms, is 25 in. high. Legs do not 
attach to edge of tops, giving “float 
top” design. Solid bar steel leg con- 
struction adds strength, long life. 
Tops are of select wood shelf edged. 
Veneer-edged Formica tops, practi- 
cal for hospitals, also available. Rob- 
ert John Co., 821 N. Second St., 
Philadelphia 23, Pa. 


324. Ceiling tile 
Three new mineral fiber ceiling tiles 
have been added to the family of 
U. L. fire-rated acoustical products 
by Celotex. Featured in the new 
group is exclusive Natural Fissured 
Protectone (left), which provides 
two-hour fire protection when in- 
stalled according to recommenda- 
tions. Other tile designs recently 
granted a U.L. rating include: Plaid 
(center) and Striatone (right). All 
three tiles are butt edge, 34” x 12” x 
12”. Construction or remodeling 
speeded up because “dry” materials 
are used. The Celotex Corp., 120 S. 
La Salle St., Chicago 3, Il. 


Correction 

In the May 1961 issue of Hos- 
pital Topics, on page 97, Buy- 
er’s Guide item #112, the term 
“Sterisharp” was inadvertently 
used in reference to a sterile 
needle pack. The trademark 
“SteriSharps” is the property 
of A.S.R. Products Company.— 
ED. 


325. Disposable liner 


With strength triple that of ordinary 
plastic or paper, new Ipco disposable 
waste liner, Linex, represents one of 
the latest solutions offered by plas- 
tics to hospital disposable problems. 
Made of Marlex, with an enclosed 
twist-tie, Linex will not rip or tear; 
eliminates patient-disturbing crack- 
ling noise; seals off airborne contam- 
ination. Disposable without moving 
waste receiver. Absolutely water- 
proof. Ipco Hospital Supply Corp., 
161 Sixth Ave., New York, N. Y. 


326. Sphygmomanometer 
Electric blood pressure device gives 
extremely accurate systolic and dia- 
stolic readings without employing 
stethescope. Instrument has an ul- 
tra-sensitive microphone which de- 
tects the faint pulse sounds, which 
are amplified and visually repro- 
duced by the lighting of a red lamp 
mounted by the mercury column. 
Especially useful in hospitals, clin- 
ics where background noise level is 
high or where repetitive readings 
must be taken. Calhear Instruments 
Co., 412 W. Sixth St., Los Angeles 
14, Calif. 
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330. Instruments 

New 96 page catalog describes more 
than 250 instruments, counting sys- 
tems, radionuclides and nuclear 
accessories. Nearly half of the in- 
struments described have been de- 
veloped in the last year or rede- 
signed so that they are significantly 
improved over former models. Nu- 
clear-Chicago Corporation, 359 E. 
Howard Ave., Des Plaines, Il. 


331. Insomnia 

“So You Can’t Sleep” is the title of 
a clever little booklet for use by 
physicians having patients with sleep 
problems. The booklet describes 
types of insomniacs, offers some 
down-to-earth suggestions, and ex- 
plains about various sleeping medi- 
cations. Abbott Laboratories, Public 
Relations Dept., North Chicago, III. 


332. Red Cross film 

“A Little Bit More”, a new American 
Red Cross film, features the noted 
actor, Ralph Bellamy as _ narrator. 
Film tells the story of how people 
get “a little bit more” out of life 
by helping others. Running time for 
the 16 mm black and white sound 
film is 134% minutes. Sponsored by 
Becton-Dickinson Foundation 
for the Advancement of Scientific 
Knowledge, prints may be ob- 
tained through local Red Cross chap- 
ters. Office of Public Information, 
American National Red _ Cross, 
Washington 6, D. C. 


333. Lab furniture 
New “custom lab” line of heavy 
duty steel laboratory furniture is 


CLASSIFIED 


Nurse Anesthetist—for 100 bed general 
hospital to complete staff of three. New 
modern air conditioned hospital located in 
Midwest University town. Salary open depen- 
dent on qualifications and experience. Write: 
Jack Edmundson, Administrator—Doctors 
Hospital—Carbondale, Illinois. 


tther_information see postcard opposite page 106. 


Films, New Literature 


fully described in a colorful 38- 
page catalog. Contains photos, speci- 
fications, construction features and 
other pertinent information about 
the wide line of units. Actual instal- 
lations also shown. Borroughs Man- 
ufacturing Co., 3000 N. Burdick St., 
Kalamazoo, Mich. 


334. Anesthalung 

Booklet NM-152.00 describes ‘“Anes- 
thalung”, a mechanism that aids the 
anesthesiologist in controlling rate 
and volume of the patient’s breath- 
ing in surgery. Controls of the unit 
are illustrated, explained. Table 
gives performance characteristics. 
National Cylinder Gas Div., Cheme- 
tron Corp., 840 N. Michigan Ave.., 
Chicago 11, Il. 


335. Interiors 

A brief but comprehensive hospital 
planning guide book shows how to 
use Vicrtex wall coverings. The 
planning -guide analyzes, in terms of 
hospital requirements, such factors 
as low initial cost, longevity, versa- 
tility in application and ease of 
maintenance. L. E. Carpenter & Co., 
Inc., Empire State Building, New 
York 1, Y. 


336. Vertical conveyors 
Selective vertical conveyors for auto- 
matic floor-to-floor delivery of mail, 
supplies and similar materials in 
multi-story buildings are illustrated 
and described in detail in a new 
16-page brochure. The system is now 
in use in hospitals, libraries, many 
high rise buildings coast to coast. 
Samuel Olson Manufacturing Co., 
Inc., 2418 Bloomingdale Ave., Chica- 
go 47, Ill. 


337. Public relations 

New full color circular answers that 
budget problem of a public relations 
program with a very small ap- 
propriation. Circular shows a variety 


of ways in which post cards can be 
used in p.r. to keep the public jn. 
formed of various hospital activities 
and services. Includes sample kit of 
cards actually being used by various 
hospitals. Curt Teich & Co., Inc., 113 
W. Irving Park Road, Chicago 13, 
Ill. 


338. Plumbing fixtures 
Selection of plumbing products for 
hospital installations is covered ina 
new 44-page manual from Ameri- 
can-Standard. Shows selected prod- 
ucts from the line of hospital fixtures 
and details their general and special 
applications in various hospital areas. 
Divided into two parts: one contains 
floor plans, general descriptions of 
hospital areas with products sug- 
gested; the second contains speci- 
fications on the plumbing fixtures 
and fittings which are illustrated in 
the first section. American-Standard, 
Plumbing and Heating Div., 40 W. 
40th St., New York 18, N. Y. 


339. Lab glassware 

New 32-page catalog. BW -2 has over 
150 new items in an expanding line 
of small organic glass apparatus 
Three new kits are featured. Prom- 
inent in the listing of new products 
are items for distillation, extraction 
and concentration. Volumetric glass- 
ware and micro syringes, needles 
and adapters are also listed for in- 
troducing and withdrawing samples 
Kontes Glass Co., Vineland, N. J. 


340. Equipment leasing 

A revised and expanded 24-page 
study on equipment leasing has just 
been issued. New added section ad- 
vises on renewals and options-to- 
buy at the end of the lease period, 
and examines the latest Intern 
Revenue Service rulings regarding 
write-offs of payments on leased 
equipment. Foundation for Manage 
ment Research, 121 W. Adams, St, 
Chicago 3, Ill. 
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Jopiice film review of the month 


External Cardiac Massage 


James R. Jude, M.D.; W. B. Kouwenhoven, Dr. Ing.; 
and G. Guy Knickerbocker, M.S.E., Johns Hopkins 
Medical Institutions 


Film describes the recently developed technic whereby hearts that 
have stopped beating, either from cardiac arrest or ventricular fibrilla- 
tion, may be started again without opening the chest, outside as well 
as inside the hospital. 

An animation sequence illustrates how the technic substitutes ex- 
ternally applied pressure for the rhythmic contractions of normal 
heart muscle, maintaining circulation at a level sufficient to sustain 
life. If external cardiac massage, combined with assisted ventilation, 
is begun within four minutes after cardiac arrest, the central nervous 
system will receive enough oxygen to prevent serious damage. 

The film distinguishes between heart arrest and ventricular fibrilla- 
tion; illustrates the use of the external defibrillator as part of the re- 
suscitation technic; features an interview with a successfully resusci- 
tated patient whose heart had gone into ventricular fibrillation one 
year earlier; demonstrates the application of the technic to infants and 
children; and discusses the use of various drugs as adjuncts to external 
cardiac massage. 


Color, sound, 22 minutes, 16 mm. 


Obtainable without charge for use by medical and hospital groups. 
Address Medical Film Center, Smith Kline & French Laboratories, 
1500 Spring Garden St., Philadelphia 1, Pa. 
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BOOK Corner 


PERSONAL, IMPERSONAL, AND INTERPER- 
SONAL RELATIONS: A GUIDE FOR NURSES. 
By Genevieve Burton, R.N., lecturer, 
School of Nursing, University of Pennsy!- 
vania. New York: Springer Publishing Co. 
230 pp. 

Many patients frequently ask a 
nurse for help with their personal 
problems, and in quite a few of these 
situations the nurse could help if 
she had the necessary knowledge- 


and understanding of the way in 
which problems develop, of the 
needs of the patient, and of simple 
counselling skills. 

In addition, the nurse needs an 
understanding of her own motiva- 
tions and emotions, a sensitivity to 
the feelings of others, and a knowl- 
edge of the dynamic interaction be- 
tween herself and others. Admitted- 


Ident-A-Band: 


» you can let him sleep 


here’s our patient 


In the hospital hushed for night, nurses 


have a special job to do — see that 


patients get both their needed night care and their valuable sleep. 
In hospitals using Ident-A-Band by Hollister, there’s no need to 
wake a patient to check identity, or risk a sleep-confused ‘‘yes’’ 
in answer to any name. Just a glance at the wrist and you're sure 
of correct identity before giving medications or care. Ident-A-Band 
helps keep disturbances (and tempers) down... your error-free 


record up. 


Whether by day or at night, you can depend on Ident-A-Band 
to identify the right patient. And your patient will like its comfort. 
Only Ident-A-Band offers skin-soft identification that cannot be 
altered, water-blurred or transferred to another person. It’s no 
wonder that more hospitals in the United States and Canada 
prefer Ident-A-Band . . . for nine years the leader in on-patient 
identification. Write for samples and complete information. 


original 


the positive 


Ident-A-Band ») Hotlist 
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INCORPORATED 


833 North Orleans Street, Chicago 10, Illinois 
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ly, these qualities cannot be dey. 
oped through a book alone. But; 
young student can be guided hy 
simple principles and examples, _ 
A number of books to orient thy 
nurse in the psychodynamics of hy. 
man behavior exist; but for the 
young student these have a limite 
frame of reference for utilizing theo. 
retical concepts and principles. This 
text presents for the student nurs 
an easily-understandable set of pre 
cepts—profusely sprinkled with 
practical examples—for nurse/pa- 
tient/family relationships. 


FAMILY CENTERED MATERNITY CARE. 5), 
Louis 4, Mo.: The Catholic Hospital Asso. 
ciation. $1.00. 


Along with natural childbirth and 
rooming-in, the concept of family- 
centered maternity care has excited 
its share of attention and argument, 
At St. Mary’s Hospital, Evansville, 
Ind., a total program of such fam- 
ily-centered care—including natural 
childbirth, (if desired), demand 
feeding, rooming-in, relaxed visiting 
hours, additional visitors, allowing 
the presence of the father in labor 
and recovery room—was instituted 
in 1956. 

This booklet explains in detail the 
philosophy, both medical and psy- 
chological, behind the move; the 
preparation and education _neces- 
sary with nurses, doctors, and com- 
munity; and the reactions—some an- 
ticipated, some unforeseen, but al- 
most totally favorable. 

Written as a series of articles put- 
ting forth the doctors’, nurses’, and 
administrator’s view, Family Cen- 
tered Maternity Care is an excellent 
source of information for any hos- 
pital considering a similar program. 


NURSING TEAM LEADERSHIP. By Thors 
Kron, R.N., formerly clinical instructor 
in medical and surgical nursing, St. Luke's 
Hospital Schoo! of Nursing, Duluth, Minn. 
Philadelphia: W. B. Saunders Co. 168 pp. 
This paperback text obviously grew, 
as its author says, out of classroom 
situations in nursing education. Al- 
though team nursing is much dis- 
cussed and practiced today, there 's 
little formal resource material di- 
rected towards the nursing student 
available on the subject. In an effort 
to remedy this, Miss Kron has writ- 
ten. a simple and well-integrated 
guide for students or recent grad- 
uates, slanted—with study questions 
at the end of each chapter—primar!- 
ly toward classroom work. 
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Significantly 

New Approach 

to the PLANNED 
AUTOPSY ROOM 


The increasingly important role of the 
pathologist in serving modern medical 
science demands adequate, planned 
facilities to perform autopsy and dissec- 
tion procedures. Accordingly, Amsco 
now makes available a fully professional 
service in planning and equipping the 
functional Autopsy-Mortuary Room. 
Backed by an understanding of every- 
day autopsy problems, unique research 


facilities and an unexcelled *‘pool’’ of 


technical equipment . . . Amsco is able 
to plan and equip the room to assure 
the busy pathologist better working con- 
ditions and time-saving, systematized 
work flow. 


Amsco Autopsy Room facilities in- 
clude total planning, an efficient autopsy 
table, mortuary refrigerators, room illu- 
mination, sterilizers, stainless steel case - 
work, body lift, screen, scales, adequate 
ventilation, and other related items. 


A letter or card of inquiry will bring 
a helpful Amsco Technical Projects 
man... and there’s no obligation. 


In the meantime write for Bulletin 


MC-587. 
STERILIZER 


PENNSYLVANIA 


World's largest designer and manufacturer of Operating Tables, Surgical Lights, Sterilizers 
and related technical equipment for hospitals 


For further information see postcard opposite page 106. 
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THEN— postoperative analgesia meant lengthy im) 


zation with more complications and slower recoy ‘ry. fmol 


‘Early 
mobilization 
is furthered 
with 


Alvodine 


ethanesulfonate 


Brand of piminodine ethanesulfonate 
postoperative analgesia 
and alertness 
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\ObiiENQOW- postoperative analgesia usually means early 


ry. fmobiliz.ction, faster recovery and fewer complications. 


Alvodine is the new Winthrop analgesic that is as 
effective as morphine in relieving postoperative 
pain. However, it allows the patient to be alert 
sooner, to move about sooner and to cooperate 
sooner because only rarely does it cause drowsi- 
ness or undue sedation. 


Clinical results in over 3000 patients showed 
Alvodine to be a real advance in the relief of pain / 
—closer to “pure” analgesia than any drug yet 
developed. 


deCiutiis* says of Alvodine: “We believe that all 
surgeons and anesthesiologists will welcome a 
drug that when properly used in the postoperative 
period will give pain relief without so markedly 
depressing the patient that the recovery time is 
lengthened and the incidence of postoperative 
pneumonia and atelectasis increased.” 


With Alvodine, respiratory and circulatory depres- 
sion are rare; nausea and vomiting are uncom- 
mon. Alvodine does not cause constipation. 


U Keg ~=—Ss Allvodine ampuls of 1 cc. contain 20 mg. Usual 

C re adult dose: from 0.5 to 1 cc. by subcutaneous or 

intramuscular injection every four hours as 

needed. Also available in scored tablets of 50 mg. 

for oral administration. Narcotic blank required. 
*deCiutiis, V. L.: Evaluation of 


Alvodine: a new narcotic analgesic, . 
a double blind study, Current Res. 
Anesth. & Analg., 40:174, March- Sounanake 


New York 18, N.Y. 
April, 1961. 


fonate 


Alvodine (brand of piminodine ethanesulfonate), trademark reg. U.S. Pat. Off. 
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John Bergman—has been appointed 
administrative assistant, The Uni- 
versity Hospital, Columbus, O., fol- 
lowing completion of residency at 
Aultman Hospital, Canton, O. 


A. J. Binkert, executive vice-presi- 
dent, Presbyterian Hospital, New 
York City,—has been installed pres- 
ident, Greater New York Hospital 
Association. Other new officers 
named are president-elect, Vernon 
Stutzman, director, Methodist Hos- 
pital of Brooklyn; vice-president, 
R. D. Vanderwarker, vice-president 
and general manager, Memorial Hos- 
pital for Cancer and Allied Diseases, 
and secretary, Dr. Lloyd H. Gaston, 
executive director, St. Luke’s Hos- 
pital, New York City. 


Maj. Gen. Richard L. Bohannon, 
USAF (MC)—has been appointed 
deputy surgeon general of the 
United States Air Force. He replaces 
Maj. Gen. John K. Cullen who will 
become USAFE surgeon general at 
Wiesbaden, Germany. General Bo- 
hannon has been command surgeon, 
Pacific Air Forces, for the past two 
years. 


James J. Boomgard, Jr., associate 
director of Flower Hospital, Toledo, 
O.,—has been given the added re- 
sponsibility of active management of 
Crestview, the residential develop- 
ment for retired persons sponsored 
by and affiliated with Flower Hospi- 
tal. 


George S. Buis—has been appointed 
director, Salem (Mass.) Hospital. He 
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formerly was director of the pro- 
gram in hospital administration, Yale 
University School of Medicine. 


Thomas J. Coy—has been appointed 
administrator, Rideout Hospital, 
Marysville, Calif., succeeding Fred 
W. Moore, who proceeds to execu- 
tive vice-president of the Rideout 
Hospital Foundation. Mr. Coy was 
formerly assistant administrator. 


Reginald C. Edson, M.D.,—has re- 
placed the late Paul S. Phelps, M.D., 
as deputy commissioner, office of 
tuberculosis control, hospital care 
and rehabilitation, Connecticut State 
Department of Health. Dr. Edson 
was formerly superintendent and 
medical director at Cedarcrest Hos- 
pital, Newington, Conn., and is suc- 
ceeded there by John P. Bachman, 
M.D., former superintendant at Sea- 
side Hospital, Waterford, Conn. 


Luther M. Hand, M.D.,—has been 
named chief of staff, St. Helens Hos- 
pital, Bellflower, Calif. 


Vernon L. Harris, administrator of 
the University of Utah Medical Cen- 
ter Planning,—has been elected 
president of the Utah State Hospital 
Association. 


Gerhard Hartman, professor and di- 
rector, graduate program in hospital 
administration, State University of 
Iowa, Iowa City,—has been elected 
president of the Association of Uni- 
versity Programs in Hospital Ad- 
ministration. He succeeds Col. Glenn 


Hospital administration students of the Uni. 
versity of Chicago who have completed their 
academic work are pictured with member 
of the faculty. First row, |. to r.: Richard § 
Gillock, C. Thomas Smith, Leonard Genung 
Ramon Linares, Jane Nemoff, Pankey Hall 
Jack Weiblen. Second row: Joe M. Dickson, 
William McClintock, Peter Sammond, John 
Wheeler, Charles Green, Lt. Theodore Scheib. 
ing. Top row: faculty members Vernon Foy;. 
man, James Connelly, director Ray E. Brown, 
and Irwin Wilmot. 


Personally Speaking 


Smith of the Army Brooke Medical 
Service School, Fort Sam Houston, 
Tex. Irwin G. Wilmot of the Univer- 
sity of Chicago was reappointed ex- 
ecutive secretary. 


Robert S. Hoyt—has resigned as ad- 
ministrator, Lutheran Hospital of 
Maryland, Baltimore, and has been 
appointed director, Perth Amboy 
(N.J.) General Hospital. 


Robert J. Marsh—has been appoint- 
ed administrator, Warren A. Candler 
Hospital, Savannah, Ga. He was for- 
merly administrative assistant, Wes- 
ley Memorial Hospital, Chicago, Ill. 


Marion G. Miller—has been ap- 
pointed director of nursing programs 
for the National League for Nurs- 
ing’s western region. The new office 
opened in San Francisco in March, 
to assist constituent leagues for 
nursing and nursing service and 
educational agencies of the region in 
activities to improve nursing in the 
west. Miss Miller formerly was as- 
sistant professor in nursing, San 
Francisco State College. 


Ivy Livingood Mosher—has retired 
as administrator, Rahway (N4.) 
hospital, where she has served for 
the past 29 years. Ven Gemert, 
former assistant administrator will 
succeed Mrs. Mosher. 


Dale O’Donnell—has assumed duties 
as new administrator, Curry Gener- 
al Hospital, Gold Beach, Ore., su¢- 
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earn more than good will... 
with Formula Service Plan 


AT NO COST TO YOU-— you can send 

your mothers home with a 24-hour supply 
of formula and a complete set of nursers, 
ready to warm for baby. And the plan is 
more than self-liquidating for the Hospital. 
It is simple and easily administered — 


a # : 1. Hospital buys, at a special price, six 8 oz. 
Univer. <> Feed-Rite Nursers with famous Feed-Rite 
ted ex. 4 ~ \ Nipples. Davol easy-to-assemble 
\ “Handy Racks” are also included. 
\ 2. Hospital offers each new mother, before 
1 as ad- \i “4, ay \ discharge, a 24-hour supply of formula. It is 
vital of ‘ at | given to her in a Davol Handy Rack with 
as been , / : 6 Feed-Rite Nursers, for the regular retail 
Amboy / price of the Nursers alone. 
ae 3. Davol furnishes attractive Order Forms 
Xi Ip ) for mothers to fill out, which explains the 
ppoint- " ~¥ ; ~ Plan you have chosen. There is no reference 


“andler to Davol in these forms. 


ras for- 
t, Wes- 
igo, Ill. 


CHOOSE ONE OR MORE OF THESE 5 TAKE-HOME PLANS 


ograms 6 ee All prices are for 6 complete nurser units plus Handy Rack. 


v office ; ¥ DAVOL Feed-Rite Glass Nursers Hospital Price Price to Mothers 
March, PLAN 174P 

for “Color Scale’’ Duraglas Nurser, 
e and PLAN 154P 
gion in 4 @ “Color Scale’ Duraglas Nurser with $2.10 
in the * ECONOMY PLAN 354P 
San is DAVOL Feed-Rite Plastic Nursers 
PLAN 274P 
Feed-Rite Plastic Nurser, with Nipple Cover $2.65 
; PLAN 254P 
retired ; Feed-Rite Plastic Nurser, with Seal $1.45 $2.35 

(N.J.) 
ed for 
emert, 

r will 
ORDER FROM YOUR HOSPITAL DEALER, OR FOR FURTHER INFORMATION, WRITE TO: * RUBBER COMPANY 
PROVIDENCE 2, RHODE ISLAND 
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For Patient 
Protection 


POSEY WAIST RESTRAINT 


Offers a comfortable and inexpensive means of 
keeping patient in wheelchair or bed.Two models 
available—Cotton, Cat. No. CWR-1, $4.50 each; 
Strong, quick-drying nylon, Cat. No. NWR-1, $5.55 
each. 


POSEY BED NET 


Serves to keep patient in bed without physical 
attachment to body of patient. May be used on 
adult bed as well as crib. May be laundered. Adult 
Bed, Cat. No. An-60A, $13.50; Child Crib, Cat. 
No. CN-60, $12.75. 


=> 


LEG CRADLE 


Full width of bed with self-locking clamps so 
Cradle will not tip over. Bed Cradle, Cat. No. 
P-140, $7.50 each, Leg Cradle, Cat. No. P-140A, 
$7.50 each. 


SEND YOUR ORDER TODAY 
And Write for Illustrated Literature 
About Other Posey Hospital Equipment 


J. T. POSEY COMPANY 


2727 Foothill Blvd. 
Dept. HT 
Pasadena, California 
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ceeding Nina Stansell, who has re- 
signed. Mr. O’Donnell was formerly 
Curry County (Ore.) welfare ad- 
ministrator. 


Kermon A. Pederson—has been ap- 
pointed administrator, Riverside 
Hospital, Toledo, O. He was former- 
ly assistant administrator and has 
served as acting administrator since 
last January. 


Patricia Pierce—has been appointed 
director of the medical records de- 
partment, Sacred Heart Hospital, 
Spokane, Wash. She previously was 
with St. Mary-Corwin Hospital, Pu- 
eblo, Colo. Cyril P. Brauck is new 
admitting officer at Sacred Heart. 


Caesar Portes, M.D.—has been 
named medical director of the new 
Gottlieb Memorial Hospital, Leyden 
Township, Melrose Park, Ill. 


John W. Rankin, retiring director of 
the county institutions, Wisconsin,— 
has announced he will stay in Mil- 
waukee as director of the hospital 
and medical science division of the 
Kurtis R. Froedtert charitable trusts 
rather than continue in his recently 
accepted assignment as_ director, 
Oschner Foundation hospital, and 
executive secretary, Alton Oschner 
Medical Foundation, New Orleans, 
Pa. Mr. Rankin will plan and de- 
velop the Kurtis R. Froedtert Me- 
morial Lutheran Hospital and medi- 
cal and scientific developments that 
may follow. 


Betty Remmel, R.N.,—has been ap- 
pointed director of nursing services 
at The Westwood Hospital, West Los 
Angeles, where she has been act- 
ing director of nursing services. 


Philip E. Ryan—has been appointed 
executive director, National Associ- 
ation for Mental Health. He has 
been executive director of the Na- 
tional Health Council. 


Mrs. Beulah Sanders—executive 
housekeeper at The Jewish Hospi- 
tal, St. Louis, Mo., has been elected 
president of the Workshop for Exec- 
utive Housekeepers of St. Louis 
Hospitals. Other officers for the new 
organization are Doran A. Spires 
and Mrs. Muriel Helga. 


William L. Shepherd—has_ been 
named administrative assistant, 
building services division, University 
Hospital and Hillman Clinics, Bir- 
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mingham, Ala., and will work on the 
development program for construc. 
tion and operation of a 100-bed pgy. 
chiatric division to be added to the 
hospital. 


Ernest C. Shortliffe, M.D.—is ney 
executive director, Presbyterian- 
University Hospital of the Univer. 
sity of Pittsburgh Health Center 
effective June 1. He has been as. 
sistant executive director, Hartford 
(Conn.) Hospital. 


Mark Slen, former assistant admin- 
istrator at Parkview Memorial Hos- 
pital, Ft. Wayne, Ind.—has been 
named new administrator for the 
hospital. 


Paul J. Spencer, director, Faulkner 
Hospital, Boston, Mass.,—has been 
elected president of the Greater 
Boston Hospital Council for the com- 
ing year. 


John M. Stagl—has been appointed 
director, Passavant Memorial Hospi- 
tal, Chicago, Ill., succeeding John N. 
Hatfield, who has retired to devote 
full time to his hospital consulting 
practice with his associate, Joseph 
G. Norby of Milwaukee. Mr. Stagl 
was formerly assistant director at 
Passavant. 


Bryce L. Twitty, 
—who died May 
15, will be suc- 
ceeded as ad- 
ministrator of 
Hillcrest Medi- 
cal Center, Tul- 
sa, Okla, by 
James D. Har- 
vey, who for- 
merly served as 
Mr. Twitty’s as- 
sistant. Mr. 
Twitty was ad- 
ministrator of 
Hillcrest for over 
twenty years, 
during which 
time it grew 
from a 150-bed to 
a 650-bed hospi- 
tal. 


Mr. Harvey 
Paul Wolf, laundry and linen service 
manager, Cedars of Lebanon Hospi- 
tal, Los Angeles, Calif.,—has been 
installed president, National Assocl- 
ation of Institutional Laundry Man- 
agers. 
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institutional control of bacterial enteritis and diarrhea 


FUROXONE 


Tablets / Liquid 
effective—eradicates enteric pathogens 
selective—does not eradicate the normal intestinal flora 


= Prompt, decisive bactericidal action = Effective against an exceptionally broad range 
of enteric pathogens, including some now resistant to other antibacterials = Well tol- 
erated # Does not encourage monilial or staphylococcal overgrowth * Has not induced 
significant bacterial resistance * Composition and dosage may be found in your PDR. 


NEW hospital sizes for economy: Usual Discount Applies = List Price 
I. Mintz, A.A.: Antibiot. Med. 7:481, 1960. * Available on Direct Basis Only 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK Ges 
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Edith Dee Hall, executive director of the Associa- 
tion of Operating Room Nurses, and a co-founder 
is greeted as guest of 
honor by Harris L. Willits, president of C. R. 
Bard, Inc., at the formal opening of the com- 
pany's new headquarters in Murray Hill, N. J. 


ics... 


Cullumbine Elected New 
President of Air-Shields 

Harry Cullumbine, M.D., has suc- 
ceeded Samuel Y. Gibbon as presi- 
dent of Air-Shields, Inc., a subsidi- 
ary of the National Aeronautical 
Corp. Mr. Gibbon has been elected 
chairman of the board. Both men 
are NARCO directors. Dr. Cullum- 
bine was formerly executive vice- 
president and medical director, Air- 
Shields. 


* * * 


VP Elected at Pfizer 
And Others Advanced 


Ernest M. Weber, Ph.D., has been 
elected vice-president, research 
and development, Chas. Pfizer & Co., 
Inc. He will be responsible for the 
overall development of Pfizer’s 
broad research program. 

Other changes in research and 
development at Pfizer are the ap- 
pointments of K. J. Brunings, Ph.D., 
to the new post of administrative 
director, Groton Laboratories; G. D. 
Laubach, Ph.D., director of fermen- 
tation research; I. A. Solomons, 
Ph.D., director of chemotherapeutic 
research; R. J. Taylor, director of 
chemical products and development, 
and R. M. Rees, M.D., director of 
clinical research. 


* * * 


Administrative Positions 

Filled at Mead Johnson 

G. Malcolm Bruce and Robert N. 
Thurston have been appointed insti- 
tutional services manager and press 
relations manager, respectively, of 
Mead Johnson & Co. At the firm’s 
laboratories, Carroll C. Grinnell has 
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been named director of product 
management and John F. Casey and 
Carl G. Torrey have been appointed 
associate directors. Mr. Grinnell will 
be responsible for development and 
execution of all product marketing 
programs of the laboratories. 


* * * 


Robert B. Fiske, vice-president, 
American Cyanamid Co., has been 
appointed chairman of the chemical 
division of Project HOPE’s 1961 
commerce and industry committee. 
Working directly through companies 
in the chemical field, he will be re- 
sponsible for raising a part of the 
million-dollar goal set for the com- 
merce and industry portion of the 
annual fund drive. 


John L. Ryan— 
has been ap- 
pointed vice- 
president of Gor- 
don A. Friesen 
Associaties, Inc., 
hospital consul- 
tants. He is also 
a lecturer in hos- 
pital administra- 
tion at George Washington Universi- 
ty. 


* * * 


Thomas A. Garrett, M.D., medical 
director of Baxter Laboratories, Inc., 
—has been awarded the medal of 
the alumni association, Villanova 
University. 


* 


Charles J. Eldredge—has been ap- 
pointed assistant director of oper- 
ations, J. B. Roerig and Co. His 


former position as northeastern re- 
gional manager has been filled by 
Milton Wasserman, formerly a Roe- 
rig district manager for Brooklyn 
and Manhattan. Stuart Kornblum 
has been named to replace Mr. Was- 
serman. 

* * * 
J. T. Cataldo, corporate vice-presi- 
dent, International Rectifier Corp, 
also has been appointed executive 
vice-president and general manager 
of the company’s subsidiary, Dallons 
Laboratories, Inc. 

* * 
Nelson H. Schimmel, M.D.—has been 
appointed director of clinical re- 
search, Warner-Lambert Research 
Institute. He was formerly senior 


clinical investigator, Merck Sharp 
& Dohme Research Laboratories. 
* * * 


Albert B. Fisher, Jr., Ph.D.—has 
been named director of marketing 
for non-prescription products, Scher- 
ing Corp. He was formerly chief ex- 
ecutive officer of D. Kaltman & Co. 
Inc. 

Jack I. Le Vant—has been appointed 
director of marketing, pharmaceuti- 
cal laboratories division, Colgate 
Palmolive Co. He will continue to 
serve as executive vice-president 
and general manager of S. M. Edison 
Co., Inc., a subsidiary of the firm. 

* * * 

Donald C. Souders—has been made 
district sales manager, Ayerst Lab- 
oratories, division of American 
Home Products, for Kansas, western 
Missouri and Oklahoma. Filling the 
vacancy he leaves in Chicazo is John 
R. Smith, who has been ppointed 
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special hospital representative to 
this area. 

* * * 
Formed Container Corp.—has named 
Kenneth Millhiser to initiate its 
sales program on the west coast. 

* * * 
Arden Spechi— 
has been ap- 
pointed sales re- 
presentative, J. 
A. Deknatel & 
Son, Inc. He will 
maintain his 
headquarters in 
Columbus, O. 

: Ralph Basile is 

to be transferred to take over the 
firm's Detroit territory. 

* * * 
DuBois Chemicals, Inc.—announces 
the following appointments: Leon- 
ard Westenberg, manager, equip- 
ment division; Robert Nieporte, as- 
sistant plant manager, and Roger 
Arnold, head, control laboratory. 
Mr. Westenberg was formerly as- 
sistant manager and Mr. Nieporte 
was head of the control laboratory. 
Mr. Arnold had served as a chemist. 

* * * 
Henry J. Covello—has been ap- 
pointed account executive, Strong 
Cobb Arner, Inc. He was previously 
division manager of Wilson Labor- 
atories, Chicago. 

* * * 
The Brooks Instrument Co., Inc.— 
has acquired George K. Porter, Inc., 
a major supplier to Brooks of pre- 
cision items made from industrial 
glass. Other Porter products will add 
to the Brooks instrument line. Man- 
agement of the subsidiary firm will 
remain intact, with George K. Por- 
ter continuing as president. 

* * * 
George McDonald—has been named 
to replace the late W. B. Egan, as 
north Texas and Oklahoma sales 
representative for Wilmot Castle Co. 

* * * 
William C. Luther, M.D.—has been 


promoted to assistant medical direc- 
tor, Ames Co., Inc. 


* * * 


Floyd R. Shields, controller, Armour 
Pharmaceutical Co., was recently 
elected a vice-president. 
* * * 

The Kenneth A. Love Co., Inc.,—has 
been appointed a dealer for the Na- 
tional Cylinder Gas Division, Chem- 
etron Corp. The firm will distribute 
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the full line of NCG medical prod- 
ucts in a region bounded by Geneva, 
N.Y. on the west, Schenectady on 
the east, the New York state line on 
the south and the 
river on the north. 


William Driscoll—has been ap- 
pointed sales engineer for infrared- 
spectrochemical instruments, Baird- 
Atomic, Inc. 

St. Lawrence 


Burton Medic—Quipment Co.—is the 


a new name assigned to the Medical- 
J. McWilliams Stone—has _ been Dental Laboratory Division of Bur- 
elected executive vice-president, ton Mfg. Co. Walter J. Mikos is gen- 


DuKane Corp. He is manager of the 
firm’s contracts division. Named 
sales promotion manager, commer- 
cial sound division, was Kenneth E. 
Knudtzon. 


eral manager for the subsidiary, 
which will operate as a separate en- 
tity at new quarters. Albert D. 
Weiss is in charge of sales develop- 
ment. 


BREAKTHROUGH 


in cleansers 
for surgical instruments and glassware! 


| SUPER 
EDISONITE 


e SUPER MILD .. . new low pH 
of 8.0. Kinder to hands, skin and 
delicate instruments. 


e DISSOLVES 40% FASTER 

. even in hardest water. 

Leaves equipment clean, film- 
free, streakless. 


eNEW CLEANING EFFI- 
CIENCY ... has super wetting 
efficiency double that of ordinary 


cleansers. 
e SAFE FOR DELICATE 
INSTRUMENTS .. . won't 


tarnish, pit or corrode surgical 
instruments, rubber, glassware. 
e GREATER ECONOMY... 
costs less per gallon of solution. 
This is what counts, not cost 
per pound! 
Available Through Surgical Supply Dealers 


MAIL THIS COUPON TODAY" 


TO: S. M. Edison Chemical Company, Inc. 

300 Park Avenue, New York 22, N.Y.—Box RNW 
Please send free 3-0z. package (makes 12 gallons) Test Sam- 
ple of new SUPER EDISONITE for my personal evaluation. 


SEND FOR 
FREE TEST 
SAMPLE! 


Compare new SUPER 


EDISONITE with the Name —Position_— — 
cleanser you're now using. Hospital or Company ___ 

Mail coupon for free 3-oz. Address 

test package, sufficient City — ‘ant. 


for 12 gallons of solution. 
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New Trachoma Drug 

Reported from Texas 

Morris Pollard, M.D., of the Uni- 
versity of Texas Medical Branch of 
Galveston, told a recent conference 
on “The Biology of the Trachoma 
Agent” of a new drug, tylosin tarta- 
rate, that shows potentially greater 
capacity to halt the growth of trach- 
oma viruses than others now being 
used. 


has a more potent action in tissue- 
culture studies, however, and it is 
now undergoing tests in humans to 
determine whether it is otherwise 
safe to administer. 


MD-Osteopath Merger 
Gets College Approval 


Terms of a merger agreement be- 
tween the California Medical Asso- 


Tylosin is an antibiotic derivative 
of the streptomyces, as are the te- 
tracycline antibiotics now in use. It 


ciation and the California Osteo- 
pathic Association became binding 
May 24 when the board of trustees 


the most complete line available... 


Humane Restraints are the very best! Made of the best 
russet leather, with exclusive Humane Restraint locks 
and hardware by experienced craftsmen, they assure 
maximum security and control to both patient and 
attendant; provide greater patient comfort and give 
years and years of excellent service. In addition, they 
are simple to apply and remove. Get your copy of this 
NEW catalog today -— lists hundreds of items for every 
possible type of application. 


"HUMANE RESTRAINT C0. 4.29525 


of the Los Angeles College of Osteo. 
pathic Physicians and Surgeons 
agreed to convert the school to g 
medical institution. 

Under terms of the agreement 
osteopaths who wish to convert tp 
the medical profession will haye 
until October, 1962, to do so. MD, 
degrees will be issued by the osteo. 
pathic college, which will undergo 
name change in the interim. 

It is expected that most Califor. 
nia-trained D.O.’s will be eligible 
for the new degree without further 
training. The remainder will have tp 
complete further courses at the 
college. 

Any osteopath who does not wish 
to convert may retain his D.O. degree 
and full practice rights. None who 
acquires an M.D. degree, however, 
may use the D.O. designation. 


New Virus Cause of 
Respiratory Illness 

Clinical studies reported in the AMA 
Journal show that a recently dis- 
covered virus is an important cause 
of severe respiratory illness in in- 
fants and of a disease resembling the 
common cold in adults. 

According to the Journal, “the 
findings represent major steps to- 
ward the development of a vaccine 
which could protect infants from 
often fatal illness and toward a bet- 
ter understanding of the common 
cold.” 

The RS virus was first recognized 
as a human pathogen in 1950 by a 
group working with Robert M. Cha- 
nock, M.D., of the National Institute 
of Allergy and Infectious Diseases, 
Bethesda, Md.. 

Subsequently, 56 strains of the 
virus were recovered from 346 chil- 
dren treated for respiratory ills at 
Children’s Hospital, Washington, 
D.C.; from 42 percent of all patients 
with bronchiolitis; and from 24 per- 
cent of all patients with pneumonia 


1962 Budget for WHO 

to Reach 23 Million 

adopted a working budget of $2, 
607,180 for the World Health Or- 
ganization for 1962. The new budget 
represents an increase of 19.3 percent 
over WHO's effective budget for the 
current year. 

One of the additions will be $2- 
000,000 toward financing the field 
activities of the organization's world- 
wide malaria eradication program. 
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‘BARD-PARKER 
BLADES 


‘the puncture-resistan 


CARBON 


SHARP at equal hardness—carbon holds its cutting edge 
longer. 


RIGID the ‘RIB’—exclusive with the B-P RIB-BACK car- 
bon steel blade gives extra rigidity. Rolling a ‘rib’ on 
stainless is difficult and too costly. 


SAFE danger of breakage during surgery is minimized— 
carbon has a greater degree of toughness without em- 
brittlement. 


STAINLESS 


CORROSION RESISTANT will not corrode when subjected to 
a reasonable period of thermal sterilization. 


ECONOMICAL resterilization of exposed but unused blades 
eliminates ‘discards’—saves costs. 


TIME-SAVING may be attached to handles for emergency 
use in put-ups involving cardiac arrest, tracheotomy, 
paracentesis, or wherever pre-assembly is necessary. 


BARD-PARKER BLADES are available: No#Storile b-P RIB-BACK carbon steel (6 of one size 


k 
Sterile B-P RIB-BACK carbon steel (individual package) 


B-P stainless steel (individual package) B-P RACK-PACK RIB-BACK carbon steel (gross and 
half gross units of one size) 


( ) BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 


A DIVISION OF BECTON. DICKINSON AND COMPANY 


BARD-PARK: B.P RIB-BACK RACK-PACK IT'S SHARP are trademarks 
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just insert the 
a it’s simple and safe 


‘“..in addition to being a disposable unit...[Incert] introduces a change in the 
traditional technique of adding a medication to intravenous solutions.’’* 


Eliminates ‘‘the use of the traditional, and potentially hazardous, syringe-needl 
method...’’* in parenteral therapy. 


m= No Ampules gm No Syringes m No Needles m No Autoclaving @ No Rinsing- 
Sterile Technique Is Unbroken. 


Note these findings: 


“The Incert System of disposable vials reduces . 


.. air-borne contamination ... to a minimum .. .”* 
“... the disposable vial system minimizes the potential transmission of infectious hepatitis.’* 


“There is greater accuracy in delivering a pre-measured quantity of medication.’’* 


*Bogash, R. C.; DeLa Chapelle, N.; Sowinski, R.. and Downes, D.: Disposable ‘lype Vials for Adding Medications 
to Large Volume Parenterals, Am. J. Hosp. Pharm. /7:104 (Feb.) 1960. 
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Pharmaceutical Products Division of 


BAXTER LABORATORIES, INC. MORTON GROVE, ILLINOIS 
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